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Professional Issues Essay
Introduction
The ‘recovery’ model as outlined by Slade (2009) refers to “a deeply 
personal, unique process of changing one’s attitudes, values, feelings, goals, skills, 
and/or roles. It is a way of living a satisfying, hopeful, and contributing life even 
within the limitations caused by illness. Recovery involves the development of new 
meaning and purpose in one’s life as one grows beyond the catastrophic effects of 
mental illness” (Anthony, 1993; p. 15). It is an approach aimed at re-enabling clients 
by developing a positive identity, outside of one defined by illness, taking personal 
responsibility for self-management and engaging in valued social roles (Slade, 2009). 
As the quotation suggests, in its original form, this approach was designed for use 
with clients experiencing mental health problems, particularly working-age adults, 
and little, if any, reference is made to issues pertinent to younger or older people. As 
the model has gained increasing popularity and renown there have been moves to 
expand the remit of ‘recovery’ to others (see for example Social Care Institute for 
Excellence, 2006). I have chosen to focus upon the use of the ‘recovery’ model with 
older people, as I enjoy working with this group and feel that the preparation for and 
writing of this essay will be helpful in developing my skills with older people as part 
of my current placement.
For the purposes of this essay I shall use the arbitrary, but well-accepted, 
marker that those aged 65 or over are considered ‘older people’. When thinking 
about the particular context of older people, as opposed to children, young people or 
working-age adults, it is possible to see certain commonalities; older people are more 
likely to experience physical health problems (including degenerative conditions, 
such as Alzheimer’s Disease), cognitive decline, bereavement, the possibility of re­
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housing, role change (such as retirement), and to give and receive care (Laidlaw, 
Thompson, Dick-Siskin, & Gallagher-Thompson, 2003). This is not to say however 
that these issues will be faced by, or be significant to, all those over 65 years old, or 
that they are exclusively experienced by this age group; in fact older adults are the 
least homogenous of all age groups (Steuer & Hammen, 1983).
For at least some older adults their circumstances, experiences and difficulties 
blur with those of working-age adults; in these cases therefore we would expect and 
hope that ‘recovery’ might operate in a very similar, or even identical, manner. Of 
course each client is an individual and consequently their hopes for and experience of 
‘recovery’ will be unique, however I would argue that simply being older should not 
necessarily affect their access to, wish for, or experience of ‘recovery’. The first 
portion of this essay therefore will focus on areas where one might hope and expect 
that ‘recovery’, and its process as defined by Slade (2009), would be as applicable to 
older people as to any other group.
Nevertheless with each new client, of whatever age, comes individual 
strengths and challenges; generally speaking with older clients one is, for example, 
more likely to see those experiencing physical health problems and cognitive decline 
(Laidlaw et al., 2003), which could require some consideration and adjustment 
within the existing model. Consequently the second section of my essay will consider 
how the traditional model of ‘recovery’ might need to be adapted or changed in some 
way to accommodate particular issues which may be pertinent to older clients.
Finally, in some specific areas I would argue that the current model of 
‘recovery’ is ill-suited to use with older people; where the values or tasks to be 
achieved run counter to some aspect of need or context for older clients. The final
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part of this essay shall therefore address areas where significant amendments could 
be made to the existing model and understanding of ‘recovery’, in order to tailor it 
for use with older people.
Similarities in ‘recovery’ for older people
For various reasons much of what is advocated in the ‘recovery’ model is 
directly relevant to work with older people. Indeed the Social Care Institute for 
Excellence, (2006; pp. 19-20) have argued that “recovery and wellbeing approaches 
to mental health issues ... are equally applicable to older people”. At the most basic 
level, this may be because some older people vary very little from younger people; 
for example, a client who has experienced hearing voices for 30 years and is now 70 
years old, retired and living independently, is likely to benefit as much from the 
Personal Recovery Framework (Slade, 2009) goals of hope, self-identity, meaning in 
life and personal responsibility, as someone who is say 45 years old and also has a 
long-standing history of hearing voices. In practice they may wish to engage with 
volunteering opportunities and peer support, and have more say in their treatment, in 
a very similar way to a working-age adult.
Furthermore in my view many of the core values and practices of ‘recovery’ 
need no modification in order to operate effectively with older people. The aims of 
“focussing on the person” (p.6), “adapting to the individual” (p.6), “valuing the 
person as a unique human being” (p. 16), “trusting in the authenticity of what the 
person says” (p. 16), “believing in the person’s potential and strengths” (p. 16), and 
“promoting well-being” (p. 5) (Slade, 2009) are clearly ones which bridge any gap of
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age, gender, disability, health, culture and circumstances. How this might be applied 
to an individual is likely to be as varied amongst older people as it is with working- 
age adults; for one person well-being may mean experiencing fewer voices or less 
distress, whilst for another well-being is linked to exercise, and for another it may be 
giving up smoking. In essence “promoting well-being” (Slade, 2009; p.5) (with 
personally meaningful definitions of well-being) should be a key focus of work with 
anyone, regardless of age. Indeed, Hilton and Hulman (2010) point out that these are 
well-recognised and accepted standards which are already being achieved by older 
peoples services, and predate the ‘recovery’ movement. In our work as 
psychologists, this might involve thorough, personalised assessment to gain a full 
understanding of an individual and their circumstances, a focus on collaborative 
goal-setting and frequent review of goals and modification of goals and approaches 
where necessary. In addition staff skills highlighted as essential by the ‘recovery’ 
model are also applicable regardless of age; using reflective and non-judgmental 
listening (Slade, 2009) are skills necessary for work with any client.
Similarly the aim to reframe the illness and create a “positive identity” 
(Slade, 2009; p. 4), where the illness is considered as part of (rather than the whole 
of) the person and that their identity can go beyond that of being ‘ill’. Again this 
process will be unique, regardless of age, and so is easily transferrable to work with 
older people. Just as with working-age clients, one might introduce a new 
‘externalizing’ discourse (White, 2007) concerning their difficulties, talking with the 
person about experiencing depression, instead of labelling them as ‘depressed’, and 
continuing this discourse within the professional team. Other narrative techniques 
such as ‘re-authoring’ and ‘re-membering’ (White, 2007) may also be beneficial in
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order to place the emphasis on empowerment and personal strengths within their 
story. In some ways this fits well with existing models of practice and therapy with 
older people, where reminiscence work aims to bring together stories from a person’s 
life for therapeutic benefit (see for example Gibson, 2004).
Furthermore the values and objectives discussed fit well with aging on a 
theoretical level too. Erikson & Erikson (1998) in their developmental stages model 
propose that older people have wisdom and are going through a process of reflecting 
upon their lives, to determine whether it has been worthwhile and fulfilling. The idea 
that older clients are looking for a sense of integrity through fulfilment of personal 
aims and values is similar to the aim of ‘recovery’, to facilitate clients in leading 
personally meaningful lives. In addition the belief that older clients are wise, fits 
closely with many of the values expressed by Slade (2009) such as trusting the client, 
valuing the person and focussing on their strengths.
Thinking now about resources and organisational structure necessary for 
‘recovery’ and its application with older people; peer support specialists and 
collaboration with voluntary organisations are again areas which are easily 
transferrable to work with older people or are already in place. The existence of day 
centres, older people’s groups, such as ‘Saga’, and charities targeted at particular 
needs for older people, such as the Alzheimer’s Society, are all likely to provide 
many of the functions described by Slade (2009) regarding social and peer support.
Indeed long-running schemes for elderly people, such as ‘befriending’, typify the 
values and approaches of ‘recovery’ through the provision of individualised peer 
support and have been found to be effective and well-received (Andrews, Gavin,
Begley, & Brodie, 2003). Furthermore within such organisations there is the
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potential to develop the “valued social roles” which Slade (2009; p.4) describes as 
the “final recovery task”. This may be especially significant to those who value 
‘employment’, but whose job opportunities are limited elsewhere due to their age. 
An older person may for example be able to take on informal employment within a 
charity, helping to run the group or organise events. Furthermore encouragement of 
spirituality and associated organisations (churches, temples etc.) are as likely to be 
beneficial to older people as to other groups, if not more so; there is evidence that 
older people are more likely to hold strong religious beliefs (Davie & Vincent, 1998) 
than younger people.
Further evidence of the applicability of ‘recovery’ approaches to older people 
is their existing use with this client group. Within South West London and St 
George’s Mental Health Trust focus groups specifically for older people 
experiencing depression are already running (Hill, Roberts, Wildgoose, Perkins & 
Hahn, 2010). These groups have aimed to document personal stories and experiences 
of recovery, with the intention of disseminating these to other service users to foster 
hope and encouragement.
Adapted ‘recovery’ for older people
Moving on now to think about aspects of ‘recovery’ which are not necessarily 
directly transferrable to work with older people or where the ‘recovery’ model 
overlooks aspects or issues particularly pertinent to older people. In some cases these 
are value-based issues, whilst for others there are practical considerations which 
require amendment in order to better suit the older population.
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As the population lives longer a growing number of older people are 
experiencing some loss of functioning, either through normal age-related decline or 
the early stages of some pathological process, such as Alzheimer’s Disease (Laidlaw 
et al., 2003). There is not space to comment on all possible experiences of physical 
and cognitive difficulties in older people, however several significant points need to 
be raised; many of these difficulties are progressive and largely irreversible, some are 
fatal and the effects are diverse and individualised (a stroke for example may effect 
movement, speech, personality, cognition and capacity amongst others).
The ‘recovery’ model in its current form makes little reference to or 
allowance for the possible physical or cognitive difficulties experienced by older 
people. I feel this requires modification of several values laid down by Slade (2009); 
hope, personal responsibility and mutuality. Firstly with regard to hope, Slade points 
out that hope should replace a focus upon adverse events. When thinking in terms of 
a likely future of further decline, for example in the case of a dementia, I feel a 
clarification needs to be made. It will always be important to amplify the strengths of 
the client, and to hope for the best for and with them, however there also needs to be 
a realistic and shared understanding of the likely course of an illness. This is 
necessary in order for appraisal of their current and future needs. For example, when 
looking towards planning a future placement for a client who has had several falls, 
and who has recently had a stroke, those involved should be thinking pragmatically 
about the clients chances of further falls and strokes, whilst weighing this up with the 
clients expressed wishes. In my view therefore it is about hopefulness within the 
limits of any illness or disability; this does not preclude hope in the strengths our 
clients possess or in our connection with them (Hill et al., 2010).
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This pragmatism must also be applied when thinking about the ‘recovery’ 
value of viewing relapse and set-backs as part of ‘recovery’ (Slade, 2009). When 
thinking in terms of mental illness this approach is certainly helpful and has 
beneficial elements for older people, but needs amending. In some ways it can be 
useful and non-pejorative to see difficulties as opportunities to learn, and improve 
both the client’s and professionals’ actions for the future; indeed there is some 
evidence in the literature of positive experiences associated with degeneration (see 
for example Andrén, & Elmstâhl, 2005; Beach, 1997). However to put it in these 
terms for the client, when thinking for example of a series of declines in small vessel 
disease or a recent bereavement, the notion that these losses are part of ‘recovery’, is 
potentially misleading, unhelpful and distressing. The on-going degeneration within 
a disease process could instead be thought of in terms of ‘coping with’ or 
‘managing’. It seems more beneficial to be realistic, educating our clients as early as 
possible, so that these are ‘expected’ losses which can be thought about in advance, 
and prepared for.
‘Recovery’ also makes clear that a client is expected to actively engage in the 
process, with the “assumption that the person will be competent to manage their life” 
and that “both participants must make an active contribution for the relationship to 
work” (Slade, 2009; p.8). Again when thinking of how this might operate with older 
people facing a likely degeneration in function this assumption is potentially faulty; 
the person will become increasingly less competent to manage their life and less 
likely to be able to make an active contribution to the relationship. In these cases, I 
feel there is much to be learnt from ‘person-centred care’. Person-centred care, which 
is already widely-used and recommended for use with patients with dementia, is the
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foundation of current older people’s services (within the National Service 
Framework for Older People; Department of Health, 2001). This approach shares 
many of the values and aims of ‘recovery’ (Hill et al., 2010); both are about the 
pursuit of well-being and emphasise personalisation, with a focus upon well-being, 
hope, social inclusion and the importance of the service user in decision making and 
self-management (Adams, 2010). In addition to the values shared with ‘recovery’, 
person-centred care places greater emphasis on the use of advanced directives and 
legislation surrounding capacity. Recovery operating with older people, ought 
therefore to incorporate these aspects of person-centred care, focussing on making 
decisions sooner with regard to their future care, with the assumption that an older 
client experiencing a degenerative condition is more able to express their wishes 
now, rather than later. This highlights the importance of both the early diagnosis of 
degenerative conditions and the use of advanced directives.
Amendments are also needed with regard to how actively a client needs to be 
involved, in order for a ‘recovery’ approach to be used. Considering older clients 
who have experienced or will experience significant physical or cognitive loss, there 
seems to be a need for the professional to take an increasingly active role as the 
client declines. This increased involvement from professionals will hopefully be 
alongside increased activity of other individuals significant to the client (family, 
carers, friends; this issue will be discussed in greater depth later). Perhaps the 
‘recovery’ motto that reads “You can do it, we can help” (Slade, 2009; p. 10) should 
instead emphasise “We can do this together”. For example, Martin & Younger 
(2000) describe the process of applying the Dementia Care Mapping tool in relation 
to a client with dementia. Following this the staff team agreed to reduce the client’s
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antipsychotic medication, which was prescribed to manage his aggressive behaviour 
(unsuccessfully), and respond to these behaviours by reviewing his needs and 
attempting to meet them. Over the following two months the aggression reduced, the 
client began to feed himself again and re-engage with staff and decision-making.
This shows that ‘recovery’ is clearly possible with those who cannot actively engage, 
but requires a shift in the responsibility towards the system.
With regards to practical issues and the ‘recovery’ approach, there are several 
areas where minor adaptations to the existing recommended structure might be more 
suitable for older clients. For example, with regard to the suggested role of self-help 
groups within the peer support role, it is possible that existing organisations could be 
and are already instrumental in this role. Day-centres, care homes and existing older 
people charities are all systems in which peer support already exists for older people, 
implicitly or explicitly. Alzheimer’s Cafe’s (Morrissey, 2006), for example, are 
evidence of existing successful peer support organisations, which although not 
specifically self-help, carry a similar function. Furthermore these organisations can 
also be a vital means of supplying resources to older people. This may be more 
helpful than the (usually) internet-based resources recommended by Slade (2009), to 
which many older people may have limited access, compared to younger groups.
The importance of various institutions in the lives of older people also needs 
to be considered. An older person is more likely to live for the long term in some 
form of sheltered or nursing care, compared to a working-age adult who may only 
briefly access inpatient care or receive minimal supported living. These institutions 
are likely to bring their own range of benefits and difficulties; each will be run in its 
own way, with different resources, different staff and a different focus, bringing with
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it the likelihood of significant local variation and multiple agency involvement. 
‘Recovery-oriented’ work may therefore need to be shared more widely, across many 
different staff teams when working with older people. Psychology may well have an 
important role in providing training about the ‘recovery’ approach to those who are 
actively involved in the life of the older person, but who may not be professionally 
trained (nursing assistants, carers etc.). Indeed in the news recently it has been 
highlighted that existing models of elderly residential care are ill-suited to cater to 
the values of independence, responsibility and personal growth (in short values akin 
to those of the ‘recovery’ approach) (Thomas, 2011). It is suggested that a new 
design (ideologically and architecturally) for care homes is required to meet these 
values, with smaller group homes catering to ten or so clients, who are actively 
involved in decision making and running the home. With one such home currently 
being built in Surrey we will hopefully see ‘recovery’ ideas put into practice and 
tested with older people.
Differences in ‘recovery’ for older people
There are three key areas where I feel ‘recovery’ needs significant alteration 
in order to be more applicable or helpful to older people; terminology, recognition of 
the system around older people and acknowledgement of older people’s past 
experience of mental health care.
Firstly with regard to terminology; the word ‘recovery’ is an overtly hopeful 
one, which in common usage refers to “a return to a normal state of health, mind, or 
strength” or “the action or process of regaining possession or control of something
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stolen or lost” (Oxford English Dictionary, 2006). Given the clear differences 
between these definitions and that of ‘recovery’ in a mental health context, there 
appear to me to be two particular issues with the use of this word with older people. 
Many older clients seen by a psychologist will be experiencing something beyond a 
‘pure’ mental health difficulty; they may have a degenerative condition of some 
form, have a chronic health problem or have had a stroke. Many of the things they 
are experiencing cannot be recovered from in the traditional sense. Furthermore in 
many respects they are firmly grounded in a medical model, by virtue of their 
medical needs; to be told we are working on ‘recovery’ in this context is likely to 
raise unrealistic expectations of some form of curative process. Compounding this 
are the possible effects of degeneration, where older clients cognition may be 
affected. The use of this dual definition for a commonly used word is likely to 
confuse, even once explained. That is not to say that the concept, in an amended 
form, is inappropriate for work with older people, simply that the nomenclature can 
be unwieldy and misleading.
When considering how one might helpfully use the concept of ‘recovery’, 
without the term itself, the phrase ‘person-centred care’ may be considered. As 
already discussed, these two have much in common, although person-centred care is 
designed more specifically for those with dementia. The term person-centred care is 
far more straight-forward in its meaning, highlighting the importance of focussing on 
the individual, and by implication valuing them, their views and acting accordingly 
(in line with ‘recovery’ values). However there is a sense of hope within the term of 
‘recovery’ which is not adequately captured by the phrase ‘person-centred care’ and 
which should not be entirely lost. The phrase ‘living well with dementia’ (from the
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Department of Health National Dementia Strategy, 2009) grasps more of the 
positive, suggesting that there is life beyond and alongside a diagnosis, and could 
equally be applied to stroke, depression, schizophrenia and other difficulties. I feel 
that these more helpfully capture the intentions of the ‘recovery’ model, without 
misleading and raising hope unfairly.
A second key area overlooked by the ‘recovery’ approach is that of the 
system; the people around the client. A system is likely to be very important 
regardless of age, but may become even more so in older people, where the system 
may be required to take over a caring or decision-making role for the older person. 
The model in its current state does not directly comment on systemic aspects so it 
does not give guiding principles for family and friend’s involvement in the 
‘recovery’ of the client or in fact in the ‘recovery’ of the system. Returning to issues 
discussed in adapted ‘recovery’, it is likely that the system around an older person 
may start to take on more as they lose capacity, hopefully in accordance with the 
wishes of the client as set out in advanced directives. Consequently it may be carer or 
family who is required to be ‘recovery’ focussed, to be thinking about ‘well-being’ 
and to be respecting the clients wishes, rather than the client themselves. 
Demonstrating carer’s use of ‘recovery’ values in supporting older people, James 
(2008) details an approach developed by a woman caring for her mother, who had 
Alzheimer’s. This approach emphasises the importance of valuing the person, 
accepting them and their difficulties and highlighting the significance of continued 
supportive relationships, in line with ‘recovery’ principles. This example shows that 
the route to ‘recovery’ may not be professional-led, with the system providing the 
catalyst for improved ‘recovery-oriented’ care. ‘Recovery’ is therefore not simply
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operating directly with the older person, but indirectly through the system; so by 
extension the system should be valued, along with their views and strengths and 
adaptation may need to be made to the system and its needs.
In addition to the role the system plays in an older persons ‘recovery’, there is 
the ‘recovery’ of the system to consider, especially given the acknowledged burden 
on family and carers (Papastavrou, Kalokerinou, Papacostas, Tsangari, & Sourtzi,
2007). In my view, the ‘recovery’ model should be applied across the system, aiming 
to promote well-being in more than the referred client. Similarly the values of 
trusting the person, believing in them and adapting to them (Slade, 2009), should 
also be applied to those actively involved in the life of and care of an older client.
The third area to require significant consideration and potentially alteration is 
acknowledging older people’s past experience of mental health care. Older clients, 
particularly those with long-standing mental health problems, are likely to have had 
contact with mental health services over a long period of time. This means they have 
experienced various ‘revolutions’ in theory, policy and approach, with the ‘recovery’ 
approach being just one of these. There needs to be recognition that this model is part 
of our evolving understanding of and approach to mental health care; it is unlikely to 
be the best or lasting approach, and is far from a panacea.
In some cases this change of approach is not a welcome one. Thinking of one 
of my clients in particular, I am very aware that he has no belief or interest in any 
‘recovery’ work or similar. He holds very fixed beliefs about his condition, based 
upon involvement with local mental health services for over 60 years. Part of me 
questions how helpful it is to him to move with political and academic trends. Whilst 
bearing a ‘recovery-based’ principles in mind with this client, valuing the client’s
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goals, views and strengths, one may need to work counter to ‘recovery’ practices, 
taking on a more authoritative role, and accepting the medical model for their 
diagnosis. This is not to say that all clients reject a ‘recovery’ approach, simply that 
for some overtly ‘recovery-based’ work may not always be suitable.
Conclusions
I see recovery operating in a variety of ways for older people; for some 
recovery is directly transferable in its existing form, whilst for others modification or 
significant alteration is required. The majority of the key ‘recovery’ values and goals, 
such as promoting well-being and valuing the individual, should remain unchanged 
regardless of age (or other individual variables, such as gender, culture, disability) 
and in many cases already underpins older people’s services, in the guise of person- 
centred care and its place in the National Services Framework (Department of 
Health, 2001). Furthermore many of the aims of the ‘recovery’ approach are home 
out successfully in approaches already well-used with older people, for example with 
reminiscence work and the support networks, like Saga, tailored to older people.
I feel that the ‘recovery’ approach needs modification or adaptation in several 
areas, in order to operate successfully with some older people. Most crucially is the 
recognition of the impact of normal and pathological processes of aging, which at 
present undermine several key assumptions of the ‘recovery’ movement. Older 
people experiencing degeneration may be less able to actively engage with 
‘recovery’ and increasingly less able to take responsibility for management of their 
difficulties. I see the system, of family, friends and professionals, compensating for
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this, taking on the role of decision-making and caring where appropriate. Alongside 
this is the need for early diagnosis, realistic appraisal of the situation and advanced 
directives, to support individuals in making decisions regarding their future care for 
themselves. On a practical level ‘recovery’ operating with older people may also 
require greater integration into existing structures, such as nursing homes, perhaps 
through staff training, and adaptation of materials into formats more suitable for 
older people (large print, leaflets, simplified language).
Lastly, I believe several significant changes to the existing ‘recovery’ model 
and its application may be necessary when working with some older people. The 
term ‘recovery’ is misleading and unhelpful for those experiencing a degenerative 
condition or chronic ill health, where the prevailing medical model gives an 
alternative definition to the term recovery. I have suggested possible alternatives, 
such as ‘person-centred care’ and ‘living well with ...’ which are already used with 
older people, to sum up the intention of working in a personalised way, valuing the 
person and their strengths, whilst hoping to promote well-being wherever possible. I 
also feel that far greater recognition of the role of the system around the older person 
is necessary. The system may be required to take on a caring role (and the associated 
burden) or make decisions on behalf of the individual, and will therefore be needing 
to work within the ‘recovery’ framework. Furthermore I see ‘recovery’ operating for 
the system, alongside ‘recovery’ for the individual; it is important to be valuing the 
people within the system, valuing their role and strengths, and promoting their well­
being. I also feel there needs to be greater recognition of the evolutionary nature of 
our approaches (of which ‘recovery’ is one), acknowledging that older people in 
particular may have experienced a number of different approaches over their
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lifespan. Consequently they may be reluctant to engage with this new approach, 
when their beliefs and practices around their mental health difficulties are founded 
upon a previous model or theory. In such cases our work may need to run counter to 
‘recovery’ practices, in order to adhere to ‘recovery’ values of trusting and accepting 
the person, their views and their identity.
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Abstract
Relapse is common in bipolar disorder in spite of pharmacological 
intervention. Consequently research has begun to investigate the viability of 
adjunctive psychological therapies, such as group psychoeducation. This review aims 
to evaluate the effectiveness of these psychoeducation groups for adults with a 
diagnosis of bipolar disorder. The research to date indicates that psychoeducation can 
be effective, both from the clinician’s and client’s perspectives. The clearest 
evidence is for increased mood stability and reduced relapse. There is little evidence 
that psychoeducation improves medication adherence. Worryingly the literature is 
dominated by studies from a single research group where ecological validity is 
questionable, and the remainder are small scale, brief studies, many of which lack 
control groups. Overall psychoeducation shows promise, although more investigation 
is required; it is particularly pertinent to consider how psychoeducation may be 
helpful.
Declaration of Position
My previous clinical experience has often had an educational slant to it, 
whether it be helping as a classroom assistant in an autistic school, encouraging the 
re-leaming of skills in brain-injured adults or developing and delivering an 
educational programme at an inpatient adolescent psychiatric unit. I have always 
been impressed and inspired by the potential for education to do more than further 
knowledge. Education can provide structure, purpose and a sense of achievement, all 
of which are powerful agents for change in our clients.
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Furthermore following the maxim that ‘knowledge is power’ I believe 
educating our clients is crucial in order that they can engage meaningfully with the 
management of their care, as promoted by the ‘Expert Patient’ model. Sharing 
understanding freely between client and psychologist can enhance the therapeutic 
alliance and collaborative decision making, and consequently recovery.
On placement in a Community Mental Health Team I will be facilitating a 
psychoeducation group for adults with a diagnosis of bipolar disorder and I am keen 
to gain a better understanding of their effectiveness with this client group.
Introduction
Bipolar disorder is a common psychiatric illness, characterized by 
fluctuations in mood (Bebbington & Ramana, 1995). To fulfil DSM-IV-TR criteria 
(American Psychiatric Association, 2000) one or more manic or hypomanie 
episodes, with or without one or more depressive episodes must be evident. A manic 
episode is defined as abnormally and persistently elevated, expansive or irritated 
mood lasting more than a week, accompanied by changes in speech, sleep, cognition 
and behaviour. A hypomanie episode is a milder expression of this, where social and 
occupational functioning are not impaired. Depressive episodes are characterized by 
two or more weeks of depressed mood and a loss of interest in nearly all activities, 
associated with changes in appetite, sleep, energy and cognition and an increase in 
thoughts of worthlessness, guilt or suicide.
Pharmacological intervention is most commonly recommended by NICE 
guidelines (National Institute for Health and Clinical Excellence, 2006), especially in
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the acute phases of illness. Yet in spite of lithium prophylaxis roughly a third of 
patients continue to relapse (Burgess et al., 2001) and the figures for other mood 
stabilizers are similar or worse (Goodwin, 1999). Clearly our approach needs to 
focus on more than pharmaceuticals.
There is increasing recognition that psychological and psychosocial 
interventions might provide at least part of the answer. For example, NICE 
guidelines (NICE, 2006) suggest the use of psychoeducation as an adjunct in the long 
term management of bipolar, incorporating information about bipolar, treatments, 
individual triggers, coping strategies and the importance of lifestyle regularity (sleep 
and medication in particular). Recently the British Psychological Society (2010) 
described psychoeducation as “one of the most important aspects of psychological 
therapies” (p.37) for bipolar disorder and placed particular emphasis on the 
importance of collaboration and recognition of the client’s individual experience of 
the disorder.
The idea of using educational material to improve outcomes in bipolar 
disorder is hardly a new one; almost two decades ago Peet and Harvey (1991) 
demonstrated that provision of information about lithium improved client’s attitudes 
towards medication and compliance. Since then research has focussed upon 
evaluating individual and family psychoeducation, with largely positive results 
(Rouget & Aubry, 2007). However there is a growing appreciation of what group 
psychoeducation has to offer. It has the potential to expand on what has been 
provided historically, giving a forum for clients to discuss bipolar and its impact, and 
learn from clinicians and one another.
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So it would seem that both the guidelines and research recommend the use of 
psychoeducation, but how effective is group psychoeducation? And how do we know 
if it’s effective? Many different gauges of effectiveness are used, by researchers, 
clinicians and clients, and the relative significance of each of these is largely a matter 
of personal preference. For the purposes of this review I will consider measures of 
effectiveness which might be favoured by clinicians (number of relapses, 
hospitalisations, days spent ill, medication adherence and mood changes) and those 
which are more client focussed (self-reported coping, quality of life, perception of 
medication and evaluation of psychoeducation).
Search Strategy
Research articles were reviewed which concerned the use of psychoeducation 
groups with adults with a primary diagnosis of bipolar disorder (Type I or II). Sixty- 
seven studies were identified by searching the online databases PubMed and 
Psychlnfo, using the terms ‘bipolar’, ‘psychoeducation’ and ‘group’. Articles were 
excluded which concerned children with a diagnosis with bipolar, the use of non­
patient psychoeducation (i.e. family, carer or joint patient-carer groups), groups 
which were not bipolar-specific (such as ‘psychosis groups’), general reviews of 
psychotherapy and those printed in languages other than English. The resulting 10 
articles are discussed below, first in relation to clinicians’ measures of effectiveness, 
followed by client’s self-reported effectiveness.
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Clinical Measures of Effectiveness 
Number of episodes, hospitalisations and days spent ill
Over the last ten years a research team based at the Bipolar Disorders 
Hospital Clinic, attached to the University of Barcelona, have set about 
systematically and objectively evaluating the effectiveness of a psychoeducation 
group for clients with bipolar disorder. In 2003 Colom and her colleagues published 
the first in a series of articles concerning the long-term follow up of a group of 120 
euthymie bipolar clients in a randomized, controlled trial (Colom et al., 2003).
Significant differences in the number of episodes, time to first recurrence and 
number of hospitalisations were found between those in the experimental 
(psychoeducation) and control (unstructured support) groups. Sixty-seven percent of 
those who attended the 21 weeks of psychoeducation experienced one or more 
episodes within two years, compared to 92% of those in a support group of the same 
duration.
A longer term follow-up of the same population showed similarly promising 
results. Colom et al. (2009) found significantly fewer episodes, hospitalisations and 
days spent ill at five years in the group who attended the original psychoeducation 
programme, when compared to those in the unstructured support group. A client in 
the control group spent an average of 586 days ill, whereas one in the experimental 
group spent 154 days ill.
It would seem that psychoeducation can have long-reaching beneficial effects 
(at least five years) in terms of the number of episodes, hospitalisations and days 
spent ill. It is plausible that simply the act of following up somebody so intensively
Literature Review 32
(with full psychiatric assessment every two months) for such a long period of time, 
may in itself have therapeutic benefit. It is unlikely a client in a community mental 
health team would receive such dedicated and persistent intervention. Nevertheless 
these effects, if present, are likely to be similar across the experimental and control 
groups, thus the conclusions about the benefits of psychoeducation remain.
In a related publication, Colom and her colleagues have begun to evaluate 
which subgroups of clients may benefit most from psychoeducation (Colom et al., 
2010). Data from the five year follow-up was re-analysed, to determine whether a 
relationship was present between the number of previous episodes participants 
reported and the outcome measures. Only those with six or fewer past episodes 
showed statistically significant improvements, when time to recurrence and time 
spent ill were considered. Several explanations for this finding are proposed by the 
authors, including the possibility of cognitive impairment in individuals with a 
greater number of episodes or that these clients may have an increased difficulty in 
changing long-held beliefs and habits. A more positive interpretation is that those 
who have experienced more episodes are already ‘expert patients’; they have a 
greater understanding of their symptoms and triggers than those with fewer episodes, 
and so gained less from the teaching.
The authors themselves note several limitations for this study; namely a re­
analysis of data from another study limits statistical power and the sample size was 
small for those with a higher number of episodes, increasing the potential for Type II 
errors. If similar results were to be found in other studies this would allow for more 
targeted approaches, dependent upon the number of previous episodes. There is also
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the possibility for developing more specialised psychoeducation for those with a 
greater number of episodes, perhaps incorporating aspects of cognitive rehabilitation.
Medication adherence
Colom et al. (2003) have attempted to assess the significance of medication 
and medication compliance in any changes by the use of ‘compliance interviews’ and 
plasma concentration measurements. It is clearly important to gain an appreciation of 
whether differences are due to improved medication adherence or a more general 
effect. Unfortunately they do not report their findings from the interviews and the 
plasma concentration results are mixed; a significant increase in lithium 
concentrations was found in the experimental group at two years whilst no difference 
was found for valproate or carbamazepine.
The authors do not comment on why their course of psychoeducation (which 
did not favour teaching about lithium) should have an apparent beneficial effect upon 
lithium but not other mood stabilizers. It is possible that more participants were 
receiving lithium treatment than other mood stabilizers, giving greater statistical 
power to detect even small differences, although no direct data is available on the 
numbers receiving each medication.
In a further analysis of plasma data from the same subpopulation, Colom et 
al. (2005) report that mean serum lithium levels were significantly higher and more 
stable for the psychoeducation group, compared to the unstructured support group.
At two years follow-up mean serum lithium levels were significantly different; 
0.762mEq/L in the psychoeducation group compared to 0.682mEq/L in the control
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group (t = -2.13, p = 0.036). The differences appear to reflect a decrease in control 
lithium levels, rather than an increase in experimental concentrations, suggesting that 
psychoeducation may help maintain current status rather than actively improve 
medication adherence.
Although group statistics give a good indication of general trends in data the 
individual nature of lithium responsiveness may have warranted an additional level 
of analysis. Perhaps comparing individuals against themselves would have given a 
greater understanding of each participant’s change over time. It would also have been 
interesting to comment on the range of individual’s concentrations and changes in 
prescribed medication. It is possible that medication adherence did increase in some 
individuals receiving psychoeducation (as suggested by the increase in mean 
concentration and increase in standard deviation immediately following 
psychoeducation) at which point their psychiatrist lowered the dose they received to 
facilitate stability of serum lithium. Ultimately there is a richness of individual data 
which has been lost by the use of group means; future research might be helpful in 
clarifying how serum lithium levels were maintained and how individuals (rather 
than groups) responded.
Cost effectiveness
One study was found which sought to quantify the effectiveness of 
psychoeducation, relative to unstructured group support, in terms of resource 
utilization and cost of care. Scott et al. (2009) carried out a cost-benefit analysis, with 
estimates of cost for outpatient appointments, medication, group therapy, crisis
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interventions and inpatient care. This analysis was based upon the five year follow- 
up data gathered from the Barcelona Clinic (Colom et al., 2009). Two key findings 
were reported; psychoeducated individuals cost the health system significantly less 
over five years and resource utilization was distributed differently (in terms of type 
and time course) between the psychoeducation and support groups.
In the short term (six month intervention phase) psychoeducation was more 
expensive when compared to the unstructured support group. This was because those 
receiving psychoeducation had twice as many planned outpatient appointments as 
those attending the unstructured support group. However in the longer term the 
psychoeducation group required fewer more costly interventions such as 
hospitalisation and emergency consultations; hospitalisation made up 15% of the 
psychoeducation total cost, but 40% of the group support cost. Consequently an 
individual who received psychoeducation was estimated to utilise €3327 less over 
five years than someone attending the unstructured support group.
Although this analysis takes account of the costs of medical and 
psychological interventions directly linked to bipolar disorder, Scott et al. (2009) 
recognise that other resources (such as social care provision or state benefits) may 
have been impacted upon but have not been taken into consideration. Nevertheless as 
an estimate of the direct costs this gives an indication of the likely trends in resource 
utilization. It will be interesting to see whether similar studies in the future replicate 
these findings, as we attempt to understand how generalizable this might be.
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Clinician’s rating of mood
Studies reported thus far have painted an overwhelmingly positive picture of 
the effectiveness of psychoeducation, although all are associated with a single 
research team and cohort. Findings from the remaining studies addressing clinical 
measures of mood are rather more mixed. De Andrés et al. (2006) conducted a 
smaller scale study (n = 45) using the two part ‘Life Goals Program’ (Bauer & 
McBride, 1996) with six sessions of psychoeducation (similar to those conducted by 
Colom and her colleagues; two facilitators with small groups, covering a structured 
set of topics), followed by optional monthly groups for a year. A significant 
reduction in median depression ratings was found between baseline and completion 
of phase two. No results were reported for mania, presumably because scores did not 
change significantly over time or challenged the hypothesis. Similarly Sajatovic et al. 
(2009) did not find significant differences between those attending the Life Goals 
Program (n = 84) and those receiving treatment as usual (n = 80), on measures of 
depression or mania.
It is difficult to find a consensus at this point; whilst Colom reports 
confidently on a range of significant improvements following psychoeducation, 
others report modest changes, if any. It is perhaps not surprising given the vast 
differences in protocol in terms of duration, size and form of psychoeducation. The 
Barcelona team’s intervention for example lasted over three times longer than those 
of either de Andrés or Sajatovic, suggesting that more time may be needed to build 
therapeutic relationships within the group and between the client and psychologist.
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Although the studies discussed so far give us an understanding of whether 
clinicians might consider psychoeducation effective or not, very few have matched 
this with an assessment of the client’s own views of their treatment and its impact.
Client Measures of Effectiveness 
Self-reported mood, relapse and coping
Although de Andrés et al. (2006) found mixed results on the success of 
psychoeducation from the clinician’s perspective, client reports of their experiences 
of psychoeducation were more positive. After completion of the first phase of the 
Life Goals Program (six weeks psychoeducation) the majority (82.3%) reported at 
least some improvement in mood stability and a third reported at least some 
improvement in relapse prevention. Those who completed phase two (monthly 
follow-up meetings; 17/36 participants) were similarly positive about their progress, 
with almost all (93.4%) stating there was at least some improvement, whilst two- 
thirds felt they’d made a lot of improvement. Results for relapse prevention and 
coping with relapse were convincing, with at least some improvement in 80.0% and 
60.0% respectively. The increase in positive reports at follow-up may reflect the fact 
that only those individuals who felt they had benefited from psychoeducation 
continued with the optional phase two meetings. Nevertheless the whole group 
results at the end of phase one were still encouraging, suggesting that despite 
clinically non-significant differences, clients felt that psychoeducation is beneficial.
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Quality of Life
A retrospective chart review of clients attending psychoeducation at a 
Canadian Mood Disorders Clinic found improvement on a Quality of Life measure 
(Michalak, Yatham, Wan, & Lam, 2005). Mean baseline scores showed moderate 
impairment of Quality of Life in the 57 participants, with a five point increase after 
eight weeks of psychoeducation and significant changes in physical functioning and 
general satisfaction domains. Michalak et al. recognise that the measure used 
(Quality of Life Enjoyment and Satisfaction Questionnaire) is not validated for use 
with bipolar clients and no control was included, which raises doubts about the 
reliability and validity of these results. Nevertheless the findings, along with those 
already discussed about client’s improved mood stability and coping, suggest that 
client’s experience noticeable differences as a result of psychoeducation, even 
following relatively brief interventions (six to eight weeks).
Perception of medication and self-reported adherence
Sajatovic et al. (2009), as mentioned previously, did not find significant 
differences between those who attended six sessions of the Life Goals Program and 
the treatment as usual group at any time point on measures of mood, drug attitudes or 
self-reported adherence, although improvements were seen in both groups. They 
attribute these findings to poor attendance in the psychoeducation group (fewer than 
half attended the majority of sessions). Secondary analysis within the 
psychoeducation group showed that those who attended at least one session showed 
improved attitudes to medication on the Drug Attitudes Inventory (which is thought
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to correlate to degree of medication adherence) at three and six (but not twelve) 
month follow-up, when compared to those who did not attend. Nevertheless the 
findings are modest and are not hugely encouraging; indeed de Andrés et al. (2006) 
also report that over half of those who completed phase two of the Life Goals 
Program stated they found no beneficial effect of psychoeducation on their treatment 
compliance.
These findings are collaborated in the larger and more extensive Barcelona 
studies, with no difference in self-reported adherence between the experimental and 
control groups (Colom et al., 2009). At five year follow-up self-reported compliance 
was similar for both groups, (Controls 14.3%; Psychoeducation 14%) and both had 
improved since entering the study (Baseline adherence 25.9% and 30.5% 
respectively). This is suggestive of two things; firstly psychoeducation cannot be 
claimed to be improving pharmacological adherence and secondly that the benefits 
seen in the psychoeducation group are not wholly attributable to medication 
compliance.
If improvements associated with psychoeducation are not directly linked to 
increased medication adherence another mechanism must be effecting change. 
Research needs to be looking at how psychoeducation is effective; is it an increase in 
lifestyle regularity, a change in the therapeutic relationship allowing more effectual 
decision making or a greater awareness of signs of relapse?
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Evaluation of psychoeducation
Several studies describe more general experiences of psychoeducation, with 
most clients giving complimentary feedback. A German study found that almost all 
(97%) participants rated psychoeducation sessions as helpful and client’s knowledge 
of bipolar disorder significantly increased on completion of the course (Bernhard et 
al., 2006). Clients (n = 62) who attended the 14 sessions suggested they would highly 
recommend the course to others and felt the group discussion and exchange of 
coping strategies between clients was helpful. Those who participated in the 
psychoeducation provided in the de Andrés et al. (2006) study also commented on 
the significance of group provision of psychoeducation; 93.3% recognized being 
motivated by interactions within the group.
The qualitative approach to evaluation taken by O’Connor, Gordon, Graham,
Kelly, & O’Grady-Walshe (2008) gives a greater depth to our understanding of 
client’s perspectives on psycho education. Interpretive Phenomenological Analysis of 
interviews concerning the experience of meeting with others with a diagnosis of 
bipolar and their experiences of the psychoeducation group revealed several themes. 
Feelings of respect and camaraderie for other group members resulting from shared 
experiences were common; “so you’re not in the one boat on your own ... we’re all 
in it”. Some described how psychoeducation facilitated acceptance of bipolar; 
“unconsciously it helped acceptance” and “before I tended towards denial and now 
it’s very important not to”. Lastly feelings of increased control, using techniques 
learned in psychoeducation; “instead of sitting around, I try to go out and do 
something; I feel more in control”. Unfortunately the sample was small (n = 11) and 
there was no control group to determine whether similar benefits might be seen in a
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support group. Despite these limitations there appears to be strong agreement 
between studies, with the majority of clients reporting that psychoeducation, and 
particularly the group format, was helpful.
Methodological Considerations and Limitations
When considering the effectiveness of a therapeutic technique the research 
must reflect, at least to some extent, how this is most usually applied in practise. 
There is often a compromise made between a strong study design and ecological 
validity. A randomized, controlled trial, like that conducted by Colom and her 
colleagues (Colom et al., 2009), with highly experienced psychologists carrying out 
five months of intensive teaching and five years of follow-up, is well designed but 
not necessarily a good reflection of how effective psychoeducation in a busy 
community mental health team might be. Research from the Barcelona Clinic has 
dominated both this review and more generally psychologists’ perceptions of group 
psychoeducation. The results published by Colom are on the whole extremely 
positive, but there is a mismatch between these and the findings of smaller scale, 
briefer interventions. Although these studies lack the methodological rigour of 
randomized, controlled trials they can perhaps tell us more about what we can expect 
on a local level, with limited resources. It is a pity that there is only one research 
team, using a single cohort, conducting large and rigorous studies; it would be 
interesting to be able to compare and contrast like for like and gain a better 
appreciation of the generalizability of the results to date.
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Following on from this, small scale, single studies provide a wealth of 
information about different types of psychoeducation, with different teaching, 
duration, facilitators and client complexity, but limit our ability to conclude about 
psychoeducation generally. A studies’ positive findings may reflect a local, 
unquantifiable effect (perhaps an extremely good facilitator or beneficial group 
dynamics) and falsely attribute the improvements to psychoeducation. As already 
discussed, there is a need for more controlled, large scale studies.
A second concern when reviewing this literature is the poor attendance of 
group psychoeducation. Approximately a quarter of Colom et al.’s (2003) 
experimental group did not attend the psychoeducation meetings, whilst fewer than 
half completed the majority of Sajatovic’s sessions (Sajatovic et al., 2009). This 
raises two points; firstly psychoeducation is no panacea and just as with other 
approaches it does not suit everybody, for a variety of reasons. Secondly research 
with any group and perhaps more so with those with an on-going mental health 
difficulty, is subject to drop-out. Methodologically this can confound results, with 
experimental data including some who have not received any of the ‘intervention’, 
reducing the likelihood of finding significant results. At a local level attrition may 
have significant effects on group morale and dynamics (positively or negatively) in 
an unquantifiable manner.
With the research discussed here there are various diversity issues. The 
studies reviewed originate exclusively from Europe and North America, thus limiting 
the ethnic and cultural diversity of participants. Only one study (de Andrés et al.,
2006) makes any reference to the ethnic makeup of their cohort (which was limited), 
making it difficult to determine how representative the research might be of clients
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more generally. The gender and age balance of groups, where reported, favours 
women with a mean age of 35-45 years. How applicable the findings might be to 
individuals with a very recent diagnosis is therefore unclear; one could hypothesise, 
given the findings of Colom et al. (2010) where those with fewer episodes gained 
most, that the results may be more positive and have a more preventative effect. 
Furthermore little mention is made of the academic ability of group members; 
exclusion criteria for some, but not all, studies prevented those with a learning 
difficulty from attending. Given the educational nature of the group it is important 
that information was provided at an appropriate level of difficulty, but there appears 
to have been no attempt to modify teaching for more or less able participants. It 
seems strange that more is not made of this, although understandably divisions based 
upon educational level or IQ may have been construed as discriminatory. Drop out or 
poorer outcome is conceivably a reflection of differing academic skill, but the 
influence of this is unfortunately not known. There appears to be great scope for 
future studies to tailor teaching to their group members.
Implications for Clinical Psychology
At a time when Services are under financial pressure we, as Clinical 
Psychologists, must show not only that our practise is effective, but also cost- 
efficient. The research reviewed here suggests that group provision of 
psychoeducation has the potential to be both. This has many implications, three of 
which will be discussed here.
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Firstly psychoeducation groups may become the first port of call for those 
with a new diagnosis of bipolar, as a form of preventative intervention (given what 
we know about the decreasing efficacy of psychoeducation as the number of 
episodes increases; Colom et ah, 2010). This may well have wide-reaching effects; 
improving a client’s understanding of bipolar and gaining a collaborative approach as 
early as possible may facilitate personalised decision making (with hopefully better 
outcomes) and change the way we think about the severity of bipolar. On a 
theoretical level we may start to reformulate our understanding of the disorder and 
how to treat it.
Psychoeducation also raises professional and ethical issues. Assuming the 
role of teacher brings certain responsibilities, which could bring us into conflict with 
other members of a multi-disciplinary team. For example, as psychologists we may 
be providing information about medication and its (often difficult) side effects, 
whilst psychiatrists are left with the ramifications of medication refusal. I can 
envisage a point at which psychoeducation facilitators could be asked to alter the 
information provided or withhold certain unsavoury truths to encourage compliance 
with a professional’s preferred course of action. Providing factual information is one 
thing, but knowing how much, at what level of difficulty, and when, is another; we 
risk opening ourselves up to criticisms of ill-informing or even ‘duping’ our clients.
The role of Clinical Psychologist is constantly evolving and the development 
of group psychoeducation as a mainstream approach could accelerate that process.
Clinical Psychologists are assuming leadership roles with greater responsibility and 
supervisory duties, and we could well see an increase of this in future. Given that in 
many studies reviewed here psychoeducation was not provided by a psychologist, we
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may see a shift towards a reduction in individual case work for psychologists, with a 
focus upon supervising other professionals who facilitate these groups.
Summary
On the whole the studies reviewed here paint a rather mixed picture of the 
effectiveness of group psychoeducation. Compared to a control group or usual 
treatment, there was a trend for improvements on clinical and client ratings of 
effectiveness, although some studies report no significant change. Colom et al. 
(2003, 2007, 2009, 2010) report clinically significant reductions in relapse, 
hospitalisation and days spent ill, and considerable savings in health care costs for 
clients receiving psychoeducation (Scott et al., 2009), relative to those who attended 
an unstructured support group.
As it stands at the moment research associated with the Barcelona Clinic 
constitutes half of all publications in this particular field, giving a skewed impression 
of the success of psychoeducation. It is particularly concerning given that these 
publications, which although numerous, represent the long term follow-up and 
reanalysis of data collected from a single (albeit relatively large) cohort.
Evidence from smaller scale studies provides more moderate support for 
psychoeducation, with particular success found in client’s reporting of effectiveness. 
Little, if any, improvements were found on clinical measures (de Andrés et al., 2006; 
Sajatovic et al., 2009), although this may be attributable to high attrition and the 
short duration of the interventions. In spite of this clients were overwhelmingly in
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favour of psychoeducation (de Andrés et ah, 2006; Bernhard et ah, 2006; O’Connor 
et ah, 2008) and particularly liked the group set-up.
Group psychoeducation is a promising, but under researched, intervention at 
the moment. More needs to be done to redress the balance of research designs; it 
would be interesting to see whether another randomized, controlled study found 
similar effects to those reported by Colom and her colleagues. Hopefully we will also 
begin to understand what it is that makes psychoeducation effective, whether it be 
the provision of information, the collaborative approach, the group setting or 
something different altogether.
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Introduction
The Problem Based Learning (PBL) exercise was introduced on our second 
day of teaching and each group was tasked with giving a presentation entitled ‘The 
relationship to change’ after five weeks. This account details my reflections on 
various pertinent aspects of the group process and its on-going influence on my 
clinical practise.
Themes 
The importance of structure
Beginning the exercise brought a mixture of emotions. I was initially 
relieved about having something practical to do, in my mind a PBL exercise (from 
reading I had done about the concept) was a structured problem to be tackled by a 
group of students as a means of self-directed learning. This was particularly welcome 
at a time when I felt unsure about what was expected of me; I had joined the course 
feeling immensely out of my depth, being younger than most and having intended 
the doctoral application as a ‘practise run’. To feel like I had an understanding of our 
first assignment was comforting. Unfortunately this was a little misplaced when I 
learned the title: ‘The relationship to change’; what on earth did that mean? Was that 
even a proper title? There were no instructions, except to give a presentation, and no 
neatly defined task , as I had hoped and anticipated. I was dismayed and anxious. 
Upon meeting other group members I was relieved to discover they were equally 
bewildered and worried.
Reflective Account 1 53
I think we were glad to have a facilitator who gave us direction and focus, 
suggesting the structure of the session, possible roles to assign and ideas to consider.
We took turns talking about our personal experiences of change, with a particular 
focus upon the changes experienced as we applied for and were accepted for the 
doctoral programme.
At the time, and even more so looking back, the importance of structure and 
boundaries in feeling secure are clear. In response to a lack of structure and 
expectations we began to develop our own, becoming goal-oriented and extremely 
concrete in our approach. Each PBL session was planned, with various tasks to be 
completed, and our presentation was finished well ahead of schedule. On reflection, 
we have spoken of regretting this task-focussed approach and feel we may have 
missed out on getting to know each other better. There is also a concern that setting 
our own structure has limited our ability to be comfortable with ambiguous situations 
and expectations; something which is common in psychological work.
I also recognise this need for structure in my clinical work; hunting out 
textbooks which neatly describe treatment plans and recommended approaches. At a 
point in my training where I lack expertise it is perhaps not a bad thing; being a 
'novice' (Dreyfus & Dreyfus, 1980) I am reliant on others’ knowledge and will tend 
to apply it rigidly. It seems likely that our clients, particularly if they are new to 
mental health services or psychological therapy, are also likely to want structure and 
explicit expectations. Consequently, part of my initial sessions with clients has been 
devoted to explaining a little bit about what seeing a psychologist might involve and 
what we might be doing, within a cognitive behavioural framework. Whether this 
limits a truly collaborative approach I’m not sure and whether something is lost by
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being structured in this way it is hard to tell. As I develop as a trainee I hope to move 
towards working in a more open and flexible way.
Knowledge as protective
In our second meeting we discussed the various models of change we had 
researched for homework. We were particularly struck by a model of organisational 
change (Anderson & Ackerman-Anderson, 2001) which seemed to fit the personal 
experiences we had spoken of previously. With hindsight the knowledge I gained 
from studying and critiquing this model was invaluable in the months to follow.
Unsurprisingly the NHS and consequently, my placement, are going through 
a period of significant change in response to budget constraints, with proposed 
service redesign and redeployment of staff. I feel lucky to have had the opportunity 
to learn about the process of change prior to experiencing this; understanding a little 
more of the theory has provided me with a more objective stance on the situation. I 
have found it particularly useful to understand more about how challenging the 
process is, and how much loss is involved, along with how lengthy it is. I am able to 
reflect more easily on what is happening, as I already have a framework of 
knowledge about organisational change and its management. Discussing change and 
learning about it has helped me to feel prepared for and protected from at least some 
of the more difficult realities of the process.
Indeed many of the psychological approaches I am using on placement are 
based upon the concept that knowledge and learning are protective for our clients. 
Psychoeducation is well established as a stand-alone approach (in bipolar disorder
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for example; Colom et al., 2003) or as part of another therapy (such as in cognitive 
behavioural therapy for anxiety; Wells, 1997). I am co-facilitating a 
psychoeducational group for clients with bipolar disorder and can see how valuable 
understanding their diagnosis, medication and relapse prevention is for recovery.
Is change good?
Learning about change has also enabled me to consider my client’s 
‘relationship to change’. When I began my placement I think I had naively assumed 
that if I booked an appointment with a client that they would attend and would want 
to change something about themselves or their lives. My experience so far suggests 
this is not the case for the majority, and that change may not be possible or even 
wished for. For example, the family of one client I'm seeing is desperate for change, 
whilst my client is ambivalent to it and has a lot to lose if she makes the requested 
changes.
I think talking about the 'relationship to change' with my PBL group brought 
us to an appreciation of how difficult change can be and that as a psychologist 
facilitating change is not always the best course of action. For me that goes against 
the grain; if I can see a problem or difficulty I want to 'fix it'. I am learning that 
‘watchful waiting’ is sometimes all that can be done and that the timing of any 
intervention is paramount; not all of our clients are ready to make the necessary 
changes now, but may be in several months or years.
The ethical dilemma this brings of ‘withholding treatment’ is a challenging 
one -  who has the right to decide this isn’t the best time for supporting changes?
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How hard should we try before recognising that change is not likely to happen? I am 
coming to the end of a piece of work with another client, having barely seen any 
changes or improvements made. Nevertheless the client reports being happy with 
therapy and that she no longer needs to see me. For me that brings a great deal of 
self-doubt; as a trainee have I done all that was possible to effect change; if a more 
experienced psychologist had seen her would things have been different? Thankfully 
decisions concerning the course of an intervention and whether to discharge her are 
made collaboratively with my supervisor, and I am able to use the expertise of my 
supervisor to improve my practise and hopefully do the best for the client.
Group formation
One aspect of the PBL process which surprised me is how quickly we formed 
a cohesive group. As discussed already we had very similar approaches to 
uncertainty and were well-matched in our motivation to complete the task. Although 
on the face of it we are perhaps a diverse group, with differences in age, gender, 
nationality, and personal circumstances, I struggle to think of a time when this 
hindered the group dynamic. Quite the opposite in fact, we relished these differences 
and incorporated our different experiences into our discussions.
The strength of our group dynamic was never fully tested, with no apparent 
'storming' (Tuckman, 1965) or conflict. I wonder now whether this represents how 
new the group is, and whether any difficulties will arise later. Somehow I doubt it; 
we did have differences of opinion throughout the process but they were handled 
well and a compromise was always found. If anything I would say our group is more
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cohesive now, with the strength of shared experiences of doing the presentation, to 
cement the dynamic.
The process of reflecting
Spending time reflecting aloud and in a group setting, as we did in each PBL 
session, was something very new to me, and not entirely a comfortable experience. I 
found it difficult to share negative reflections about myself and the group and usually 
kept them to myself. Using a reflective diary enabled me to consider some of these 
thoughts and resolve them independently (indeed using a diary of this sort has been 
shown to enhance reflective practise; Farrand, Perry, & Linsley, 2010) although 
looking back I may have learnt more from doing this in a group setting.
I struggle with how spontaneous and immediate verbal reflection is; there is 
less time to consider exactly what you think and mean . Written reflection on the 
other hand gives more space and time for processing, particularly if reflection is a 
new experience (a similar distinction to reflecting in-action versus on-action; Schon 
1983). Some of my clients also appear to struggle with sharing negative thoughts or 
experiences and I am keen for them to keep a diary. I am hoping that this will 
facilitate discussion in a safer and more controlled way.
Reflection is an effortful process (Bennett-Levy et al., 2001) and I find this 
particularly true when in a group. Perhaps because there is more going on and more 
points of view to consider, I am less able to reflect ‘in action’ than I might usually 
be. Hopefully with practise this process will become easier. I am finding supervision
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to be a useful intermediate step; reflecting aloud and receiving feedback with one 
person, rather than several.
Conclusion
At the time I found the PBL process enjoyable, if a little anxiety provoking. 
Looking back I see much more; important learning, adaptation to a novel process, 
preparation for some of the realities of placement and the formation of a group that I 
find supportive and interesting. Hopefully over time I will learn more as I continue to 
reflect and work upon the learning points identified.
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Introduction
The Problem Based Learning (PBL) exercise involved a case study around a 
family with parents with learning disabilities and children at risk of neglect. We were 
tasked with considering various issues around this scenario and giving a presentation 
after six weeks, to the rest of the cohort, course tutors and service-user 
representatives. Now, four months later, I have drawn together four key reflections 
which I feel are especially pertinent to my learning from the task and their 
implications for my clinical work.
Themes 
Pragmatism and priorities
When we first met in October to discuss the task I remember being distracted 
and rather exasperated. I was due to go to another meeting about my research project 
afterwards and my mind was more focussed on that. I was anxious about whether I 
was making enough progress with my proposal and what my supervisors would think 
of my work; my priorities were elsewhere.
The PBL meeting was brief and perfunctory. The others seemed as concerned 
about their research as I was about my own. We quickly discussed the task and 
brainstormed possible approaches, settling almost immediately on a court room set­
up. This, we felt, allowed us to present the important debates and issues in a succinct 
and clear manner. We moved on to dividing into the opposing ‘legal teams’ and 
assigned brief tasks to each person, to be completed before our next meeting. Follow- 
up meetings were similarly short and clearly overshadowed by other priorities;
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people were late, others had to leave early and a sense of distraction was always 
present.
Our approach was pragmatic, with group members frequently saying “let’s 
just get it done”. This contrasts sharply to the PBL task at the beginning of our first 
year; hours and hours were spent refining the ideas, developing the presentation and 
practising. This new pragmatism brought speed and efficiency, and placed greater 
emphasis on team work, with more need for delegation to get the task done. Within 
Lazurus and Folkman’s (1984) model of stress and coping, our group adopted a 
problem-focussed strategy, rather than an emotion-focussed one. This is viewed as an 
adaptive approach as it increases perceived control, which I found to be the case with 
this task. However I feel we lost out on the opportunity to explore the stressful and 
‘unsafe’ situation we faced. We opted instead to create a ‘safe’ environment and 
keep going. I wonder what else we may have gained if we had sat with and explored 
how difficult we were finding managing multiple demands.
Thinking about this in the context of my placement I wonder which coping 
styles characterise my clients. I can certainly think of a few who value practical, 
active approaches to their difficulties. They don’t want to or can’t always sit with the 
negative emotions they experience and really explore them, preferring to engage with 
behavioural activation, goal setting and solution-focussed ideas. I feel this fits well 
with my own ‘default’ approach; I like to be doing something, actively working 
towards resolving a difficulty. I have to work harder at adapting to clients who need 
time to really delve into difficult experiences or feelings. With one client in 
particular I have found it tricky at times to engage them; they have been reluctant to 
move forward and I have had to focus on really valuing and understanding their
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experience before being able to continue our work. Thankfully through supervision 
we were able to identify this pattern and address the differences in approach. I feel 
that over the course of the past year and a half I have learned to be more receptive to 
clients and their needs, becoming more flexible and venturing outside approaches 
which come most naturally to me. Hopefully as the course progresses I will continue 
to develop these skills.
Learning
I turn now to think about the impact that this pragmatism and distraction had 
upon our ability to learn from the task. Another group member reported feeling she 
had learnt nothing from the case study itself. Looking back I certainly feel this too. 
As a group we considered why that might have been. I put forward this idea of our 
priorities, highlighting that I could not expect to learn as much from a task when my 
priorities lay elsewhere. There was also a suggestion that learning without concrete 
experiences to ground the task hinders a deeper understanding. The timing of this 
task meant that I had yet to experience my child or learning disability placements; in 
my view this limited my ability to set my learning in context and gain more from the 
task. Comparing this to my experience of the PBL task in the first year, I felt my 
experiences of change (associated with starting the course and a new placement) 
facilitated and enriched my learning on the topic of ‘Relationship to Change’. Indeed 
Kolb’s (1984) model of learning suggests that gaining concrete experiences is the 
first stage of acquiring and consolidating knowledge.
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Our pragmatic approach deliberately reduced the pressure the task placed 
upon us, which was extremely welcome at the time. This demonstrates the 
relationship between stress and performance posited by Yerkes and Dodson (1908); 
an optimum level of arousal is required in order to give the best level of 
performance. Without that arousal performance (in this case learning) drops off.
I can think of two clients who demonstrate different points on this continuum. 
One is in a situation which has left her feeling pressured, motivating her to engage 
and learn. Another is only mildly inconvenienced by her difficulties, which has made 
her unlikely to want to change. In this case the client’s son has taken on various roles 
neglected by his mother due to her anxiety, so that she now has no need to leave the 
house. When trying to facilitate her return to a previous level of functioning we 
considered reducing the support from the son with the hope that this would give my 
client the space and motivation to increase her activity levels. This raised an ethical 
dilemma; do we allow or force a client to experience more pressure or hardship, 
however slight, in order to motivate them to leam? I feel there is no absolute rule and 
this needs a carefully considered and individualised approach. As my experience 
grows I hope my ability to make these difficult decisions will continue to develop.
Trust
I am most struck by the change within our group dynamic over the past year. 
A year ago I still felt the need to ‘perform’ in the group; trying to gain the good 
opinion of other group members, to impress them. Now I feel more able to share 
controversial, difficult and personal things within the group and have the confidence
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to challenge or contradict others’ opinions. Other group members have also reported 
similar experiences and reflections, feeling more open and confident within the 
group. It would seem I have grown to trust the group members. I trust them to listen 
to me and respect my view, and I trust them not to share personal stories or 
embarrassing incidents outside the group.
I feel this trust was demonstrated by our departure from a traditional mode of 
presentation, choosing instead to do a whole group role play. As a naturally quiet 
person I would usually shy away from something like that, relying upon the well- 
known and comfortable approach of giving a Powerpoint presentation. Yet in the 
context of this group, who I trust to support and challenge me, I felt able to stretch 
myself and my skills. The diversity of our group, particularly in terms of style and 
approach (along with age, gender and nationality), have enabled a richer and more 
exciting setting for learning; their differences have brought out new aspects of 
myself.
This process of developing trust has taken time and personal investment from 
all group members. It seems to me that as a group we are progressing through the 
stages of group development according to Wheelan’s (1994) model. We are now at a 
stage of trust and structure, meaning that our commitment to the group, willingness 
to be involved and trust in one another has increased.
Given how long it has taken our group to reach this level of trust, it concerns 
me that my client work is often so short term. There is an expectation that our clients 
will be prepared to share often very personal and difficult information with us within 
the first few minutes or hours of meeting, especially during assessment. This places 
an emphasis on the quick formation of a trusting, therapeutic relationship. I am
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constantly surprised at my clients’ openness about very personal and often difficult 
experiences. However there will always be exceptions, and I wonder how this may 
affect therapeutic work, when certain things are kept hidden. A client who 
experiences paranoia has been reluctant to share information with me, to the extent 
that initially she denied any paranoid or delusory thoughts. As our sessions have 
progressed her trust in me has grown and she has started to be more open. It makes 
me curious about how many past clients have kept things hidden for the duration of 
our work, never reaching the real crux of the issue. Indeed research suggests this is 
common (Hook & Andrews, 2005) and linked to feelings of shame. As my 
sensitivity to what is unsaid in sessions increases I hope to work more with these 
hidden issues.
Validation
Our presentation received unanimous positive feedback from the tutors and I 
have been startled by how important this was to me. I carried around the feedback 
form in my bag for several weeks, occasionally getting it out and reading back 
through the comments. Within the group it was a topic of conversation that we 
returned to on several occasions, suggesting it was viewed as significant by others 
too. I am clearly highly motivated by praise; a link which is already well-established 
in the literature (see for example Vallerand & Reid, 1988), whereas I find it more 
difficult to respond in a proactive way to negative feedback.
Similarly with my clients, I have often observed the power of praise and 
validation. Many of my clients have experienced repeated criticism or negative
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feedback, either from external sources or internal negative voices or thoughts. Most 
seem genuinely pleased to be told they have done well or are making progress. 
However I am always mindful of the potential dependence this creates; I consider 
who might be there to take over this role of validating the client and their feelings, 
once I am no longer seeing them. Clients may otherwise feel abandoned if they 
cannot validate their own feelings and experiences, and do not have external sources 
of positive feedback. Often final sessions with clients are around relapse prevention 
and means of seeking support from others and from internal resources. With one 
client in particular we are working on developing self-validating statement cards, to 
prompt this positive feedback when he is feeling low.
In the wider National Health Service, when greater pressure is placed on 
staff, I feel it remains vital to continue with validation of the work staff do. In my 
team I often hear critical narratives around targets, particularly as expectations are 
raised, to carry the workload of frozen positions and those on long-term sick leave. 
Those who continue to work productively appear to operate within a sub-section of 
the team who are more supportive of one another; validating each other’s work and 
experiences.
Conclusion
I feel a lot has changed since our first PBL task, with regards to the pressures 
we are facing from other areas and the increasing trust within our group. This has 
influenced how we approached the task and how much we gained from it. Writing 
this account was something I looked forward to, having enjoyed writing the previous
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one. Again this process of writing a reflective account has facilitated personal 
reflectiveness and greater links between my learning at university and on placement.
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Personal and Professional Learning Discussion Group Process Account 1 
Summary
This process account is a chance to reflect on what I have leamt, experienced 
and accomplished during my first year as a member of a Personal and Professional 
Learning Discussion Group (PPLDG), and how this links with and has influenced my 
work in the National Health Service (NHS). I have grouped my reflections into four 
key themes (‘Leadership’, ‘Silence’, ‘Coping with change’ and ‘Turning a blind 
eye’), which I feel summarise the most important or challenging areas of learning. 
Overall I have found that the PPLDG provides the opportunity to develop a secure 
place to share our experiences, a chance to try out new ways of interacting, a forum 
for learning how teams work and how to make the most of a team experience.
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Personal and Professional Learning Discussion Group Process Account 2 
Summary
This process account is a chance to reflect on what I have leamt, experienced 
and achieved during my second year as a member of a Personal and Professional 
Learning Discussion Group (PPLDG), and how this links with and has influenced my 
work in the National Health Service (NHS). I have grouped my reflections into four 
key themes (‘Leadership’, ‘Silence’, ‘Guidelines’ and ‘Unacknowledged diversity’), 
which I feel summarise the most important or challenging areas of learning. Overall I 
have been most stmck by the process of our group; the content of our discussions has 
been less important this year, and we have thought more and more about how we do 
things, both as a group and as individuals, why we do things and what this might 
mean.
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Placement Summaries
Adult Mental Health: October 2010 -  September 2011
I completed my Adult Placement in two services -  a Community Mental 
Health Recovery Service and an Assertive Outreach Service. I gained experience in 
working with clients aged 19 and above, presenting with a wide range of difficulties, 
including anxiety (generalised anxiety disorder, obsessive-compulsive disorder, 
panic attacks, social phobia), bipolar disorder, body dysmorphic disorder, depression 
and borderline personality disorder. This included individual and group work, as well 
as a range of assessments, drawing on a number of psychometric and questionnaire 
based measures. The placement enabled me to develop my skills in using cognitive 
behavioural therapy and deliver other formulation-led treatment plans, integrating 
elements of narrative and dialectical behaviour therapy. I was supported by my 
supervisors to flexibly adjust my therapeutic approach to meet the needs of a diverse 
group of clients, alongside reflection on process to inform my work.
Older Adult Mental Health: October 2011 -  March 2012
My second placement was in an Older People’s Community Mental Health 
Team and an Increasing Access to Psychological Therapy service. During this 
placement I worked with clients over the age of 65 years who presented with a range 
of difficulties. These included anxiety (generalized anxiety disorder, social phobia, 
health anxiety), paranoid thoughts, depression and dementia. The work focussed 
largely on individual therapeutic work, as well as consultation to the wider multi­
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disciplinary team and joint working with Community Psychiatric Nurses. I also 
conducted dementia assessments and fed the findings back to clients and their 
families. The placement helped me to consolidate my skills in using cognitive 
behavioural therapy, as well as incorporating aspects of interpersonal psychotherapy. 
My supervisors supported me to continue to develop my reflective skills and to use 
information regarding process to engage with clients and formulate their presenting 
difficulties.
Child Mental Health: April 2012 -  September 2012
My child placement was based in a Child and Adolescent Mental Health 
Service. I gained experience of working with children and young people up to the 
age of 18 years, as well as their families. Presenting difficulties included anxiety 
(generalised anxiety disorder, obsessive compulsive disorder, health anxiety), anger, 
sleep difficulties, enuresis and school refusal. This included 1:1 work, work with a 
child or young person and a parent, and family work. I also conducted psychometric 
assessments and was part of team conducting Autism Spectrum Disorder 
assessments. My work focussed on the use of narrative therapy skills, alongside 
aspects of cognitive behavioural therapy and mindfulness. I had the opportunity to 
adapt my therapeutic skills to working with children and young people of varying 
ages and cognitive abilities. My supervisor’s preferred model of psychodynamic 
approaches, provided a new way of working and formulating, and helped me to 
broaden my therapeutic and reflective skills.
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Learning Disability: October 2012 -  March 2013
The learning disability placement was based in a Psychology and Challenging 
Needs Service. I had the opportunity to work with a range of clients with a diagnosis, 
or suspected, learning disability. The range of presenting difficulties included anger, 
depression, anxiety and behaviour perceived as challenging (aggression, sexualized 
behaviour). My work included individual therapeutic interventions, indirect work 
with staff, consultation to staff teams and Asperger Syndrome, dementia and learning 
disability assessments. This placement focused upon the use of a systemic model, 
alongside aspects of narrative and cognitive behavioural work. My supervisor 
enabled me to gain confidence in working with a new model and to work flexibly 
within a number of complex systems around a client.
Specialist Placement: April 2013 -  September 2013
The specialist placement was based in a paediatric, inpatient neuro­
rehabilitation setting. This has provided a very broad range of experiences of 
working with children and young people and their families following acquired brain 
injury. My work has included individual therapeutic work drawing on a range of 
models, psychometric assessment, cognitive rehabilitation, observational assessment, 
consultation to the multi-disciplinary team, service development and family work. 
This placement has enabled me to develop my systemic and family work skills, to 
think reflexively about clients and their families, and their presenting difficulties. My 
supervisors have supported me in developing specialist neuropsychological 
knowledge and assessment skills.
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a Psychological Therapies Service
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Service-Related Research Project
All identifying information regarding the service evaluated has been removed to 
preserve confidentiality.
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Abstract
Objective: To ascertain Community Mental Health Team (CMHT) staff 
knowledge and views of a Psychological Therapies Service (PTS) in South-East 
England.
Design: A  cross-sectional survey using volunteer sampling was used. 
Participants were asked to complete an online, anonymous questionnaire, designed 
by the researchers, to evaluate staff knowledge and views of the service.
Participants: Approximately 50% of CMHT staff completed the survey 
(N=24).
Analysis/Results: Almost all (95.8%) respondents were aware of the service. 
However, there was confusion about what the service offered; none were fully aware 
of the referral criteria for the service. Satisfaction ratings of experiences of referring 
to the service were mixed, with a mean satisfaction rating for individual therapy of 
6.4 on a 0-10 Likert scale (SD=2.3) and 7.1 (SD=2.7) for groups. Open-ended 
comments were analysed using Content Analysis. Two themes emerged; (1) referral 
process and (2) capacity, which suggest particular difficulties with the clarity of 
referral criteria and a lack of capacity to accept new clients.
Conclusions: Knowledge of the PTS was relatively limited and satisfaction 
with referring to the service was moderate. Recommendations were made to address 
the findings; the service should provide information to CMHT staff about the service 
and referral criteria and the service should develop provision of staff consultation 
and training.
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Introduction
Until the 1990s different mental health professions in the UK often worked in 
isolation. In 1990 the National Health Service and Community Care Act 
recommended the integration of mental health professionals into ‘Community Mental 
Health Teams’ (CMHTs). However there was significant variation nationally in the 
extent to which applied psychologists and psychotherapists were incorporated into 
CMHTs; some Trusts fully integrated applied psychology provision into CMHTs, 
whilst others retained separate psychology departments (British Psychological 
Society, 2004).
The focus of the current project is a stand-alone Psychological Therapies 
Service (PTS) in a mental health trust. The service takes referrals from the five 
CMHTs in the locality and offers specialist and group therapeutic approaches that are 
not offered within the individual CMHTs. Individual psychological therapy is offered 
for complex trauma, borderline personality disorder, psychosis and eating disorders. 
Therapeutic groups are available for psychosis, eating disorders, borderline 
personality disorder and obsessive-compulsive disorder. The service employs clinical
 ^Names not included to preserve anonymity o f service evaluated
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and counselling psychologists, and psychotherapists on a part-time basis. It is a small 
service with 1.6 full-time equivalent staff at the time of writing.
The service depends on referrals from the CMHTs. Therefore, in order to 
function efficiently and effectively it is important that all CMHT staff are aware of 
what the PTS offers (the referral criteria) and that staff have a positive view of 
referring to the service. However, anecdotal evidence from the PTS Lead and staff 
working in PTS suggests that many CMHT staff are not aware of the referral criteria 
for the service and, partly as a consequence of this, some staff do not have a positive 
view of referring to the service.
In light of this, this evaluation was requested by the PTS Lead to identify 
CMHT staff knowledge and views of the PTS. Evaluating CMHT staff knowledge 
and views of the PTS would identify any gaps in knowledge about the referral 
process and any negative views of the service that need addressing in order for the 
service to function more effectively. This is particularly important at the moment as a 
wide-scale service redesign is planned; having a better understanding of CMHT staff 
knowledge and views of the PTS will be helpful to service managers when they are 
redesigning the service. This service evaluation project therefore aims to ascertain 
CMHT staff knowledge and views of the PTS.
Method 
Design
A cross-sectional survey design, using volunteer sampling to assess CMHT 
staff views of the PTS.
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Participants
Staff in the five CMHTs served by the PTS (approximately 50 staff^) were 
invited by email to participate in the survey. Participation was voluntary; respondents 
were self-selected. Responses were anonymous. Twenty-four completed responses 
were received (response rate 48%^). Demographic data reported by participants is 
presented in Table 1. Information about the number of years working in the CMHT 
was gathered as categorical data to maintain the anonymity of respondents. Almost 
half the respondents were nurses, but all professional groups were represented. 
Response rates from the five CMHTs varied greatly; one staff member in one team 
compared to nine from another. All respondents had been working in their team for 
over one year and almost all had at least four years’ experience and so would be 
expected to be familiar with the PTS.
 ^Due to staff turnover the exact number of staff could not be ascertained from administrative staff 
 ^Calculated using estimate
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Table 1: Participant demographic and work environment data (N=24)
N (% of total)
Profession
Team
Community Psychiatric Nurse 10(41.7)
Occupational Therapist 2 (8 .3 )
Psychiatrist 2 (8.3)
Psychologist 1 (4.2)
Social Worker 3 (12.5)
Support Worker 3 (12.5)
Other 3 (12.5)
A 1 (4.2)
B 5 (20.8)
C 9 (37.5)
D 6 (25.0)
E 3 (12.5)
team
Less than one year 0 (0 )
One to three years 4 (16.7)
Four years or longer 20 (83.3)
Measures
An anonymous self-report questionnaire, designed for the purposes of this 
study, was used to assess CMHT staff knowledge and views of the PTS (see 
Appendix 1). The questionnaire consisted of six questions covering:
i. demographic information and work environment
ii. knowledge of PTS provision (individual and group therapies on offer;
multiple choice options incorporating services included and not included 
in PTS to draw out false positives)
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iii. views of the referral process for individual and group therapy (clarity of
referral criteria, speed and helpfulness of response, and overall opinion)
iv. suggested improvements to the service
The questionnaire was designed following guidelines set out by Hayes (2000) 
with multiple-choice questions and rating scales (Likert-scale; “Very poor” (Score 0) 
to “Very good” (Score 10)). Open-ended questions were included for additional 
comments.
This questionnaire was created in collaboration with the PTS Lead, to 
establish some content validity. The questionnaire was also inspected by three 
University of Surrey Course Team members for clarity and question structure. This 
questionnaire, once approved by Course Team staff and the PTS Lead, was 
converted into an online version. An online format was preferred for ease of 
administration and data collection.
Procedure
All CMHT clinical staff in the catchment area for the PTS were sent an email, 
via their CMHT Service Manager, asking them to complete the online questionnaire. 
The email invited them to contribute to a service evaluation being conducted by a 
University of Surrey student to examine CMHT staff views of the PTS. The email 
contained a direct link to the questionnaire. They were informed that all responses 
were anonymous and that only the researchers would have access to the response
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data. Furthermore they were instructed to skip any questions they felt unwilling or 
unable to answer. Any queries they had were to be directed, via email, to the trainee.
After approximately one month another email was sent to the CMHT staff, 
from a PTS Team Member, prompting them to complete the questionnaire. 
Participants were given at least a further two weeks to respond, prior to the online 
questionnaire being deactivated and responses collated for analysis. All responses 
were recorded automatically on a database stored securely at University of Surrey.
Ethical Considerations
As this project is a ‘service evaluation’, ethical approval was not deemed 
necessary, according to Course Guidelines. However, the research proposal was 
approved by two Course Team Research Tutors, the PTS Lead supported the project 
as part of a routine evaluation and the Trust Research and Development Department 
were aware that the project was being undertaken. Ethical issues were considered, 
including any possible discomfort staff might feel about expressing negative 
opinions; responses were anonymous and ‘years in team’ grouped as categorical data 
to address this.
Analysis
Descriptive statistics were used to summarise multiple-choice and Likert- 
scale data. Statistical analysis was not thought to be appropriate given the small data 
set. For multiple-choice items the frequency of selected response and percentage of
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respondents selecting an option are reported. Where Likert scales were used the 
mean, standard deviation and range have been reported.
Qualitative data collected from open-ended questions was analysed using 
Content Analysis, as recommended by Fink and Kosecoff (1996) for the analysis of 
comments. Analysis followed the guidelines set out by Neuendorf (2002). Responses 
were first typed-up and individual comments were identified by the trainee. 
Following this, the trainee and University supervisor independently read the 
comments and identified themes emerging from the data. Their suggested themes 
were discussed and agreed. There was no disagreement about which comments 
should be included in the themes identified. Verbatim quotations have been included 
in this report for the reader to assess the credibility of the themes identified.
Results 
Knowledge of PTS
All bar one participant (N=23; 95.8% of respondents) were aware that there 
was a Psychological Therapies Service (PTS) in the area. Knowledge about what the 
service provided was limited however; none of the respondents were fully aware of 
the range of individual and group therapies on offer through the PTS. Table 2 shows 
the frequency and percentage of responses for each individual or group therapy 
thought to be offered by PTS.
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Table 2: Services thought to be offered by PTS (N=23)
N (% of respondents)
Individual therapy
Anorexia Nervosa* 
Bulimia Nervosa 
Complex trauma* 
Moderate depression 
Moderate OCD 
Personality Disorder* 
Psychosis*
Simple PTSD 
Group programme 
Anxiety 
Depression 
Eating Distress* 
Hearing Voices* 
OCD*
STEPPS*
7 (30.4)
3 (13.0) 
17 (73.9)
2(8.7)
4 (17.4)
3 (13.0)
4 (17.4) 
6(26.1)
4 (17.4)
5 (21.7) 
9 (39.1) 
16 (69.6) 
5 (21.7) 
16 (69.6)
Services actually offered or which had been offered in the past year
With regards to individual therapy, most respondents (76.4%) knew that 
complex trauma therapy was offered, but few respondents were aware that clients 
with personality disorder and psychosis would be seen (13.0% and 17.4% 
respectively). Although the PTS does not offer individual therapy for simple PTSD, a 
quarter of respondents (26.1%) thought those with simple PTSD could receive 
individual therapy.
Knowledge about therapy groups on offer was better; the majority knew of 
‘Hearing Voices’ and ‘STEPPS’ (CBT for personality disorders) groups (both 
69.6%), whilst 39.1% of respondents knew Eating Distress groups were available
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through PTS. There was less knowledge about OCD groups with less than a quarter 
of respondents being aware (21.7%), whilst a minority of respondents mistakenly 
thought anxiety and depression groups were available (17.4% and 21.7% 
respectively).
Views of the PTS referral process
Of those who were aware of PTS, 56.5% (13/23) had referred a client for 
individual therapy, whilst 60.9% (14/23) had referred to a PTS group. A quarter 
(26.1%; 6/23) had never referred to either.
i) Individual Therapy
Descriptive statistics for the rating scale data for views of referring to individual 
therapy is shown in Table 3 and suggests very mixed views, with almost the full 
range of the of the scales being used for each question. That is, the range of 
experience for referring to individual therapy in the PTS ranged from poor to very 
good. Ratings of clarity, speed and helpfulness of referring for individual therapy 
were all in the mid-range. Clarity of the referral criteria received the lowest mean 
rating (5.2/10) whilst the mean rating for ‘overall experience’ of referring to 
individual therapy was highest (6.4/10).
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Table 3: Likert-scale ratings (0-10) of views of referring to individual therapy 
(N=13)
Mean (SD) “ Range
Clarity o f referral criteria 5.2 (2.4) 2-10
Speed o f response 5.3 (3.1) 1-10
Helpfiilness o f response 5.8 (2.8) 1-10
Overall 6.4 (2.3) 3-10
“Ratings completed on Likert-scale; “Very poor” (0) to “Very good” (10)
ii) Group Therapy
The rating scale data for PTS groups is shown in Table 4. Group referrals 
received more positive ratings than individual therapy, for example the mean overall 
experience of referring to PTS groups was rated as 7.1/10. However, the range of 
responses was also large (1 to 10), suggesting mixed views. Although rated more 
highly than individual therapy, ratings for clarity, speed and helpfulness of the 
referral process were only just above the mid-range of the rating scale.
Table 4: Likert-scale ratings (0-10) of views of referring to group therapy (N=14)
Mean (SD) Range
Clarity o f referral criteria 6.1 (2.7) 3-10
Speed o f response 6.2 (3.0) 1-10
Helpfulness of response 6.9 (2.6) 2-10
Overall 7.1 (2.7) 3-10
' Ratings completed on Likert-scale; “Very poor” (0) to “Very good” (10)
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Recommendations for improvements
Table 5 shows the multiple choiee data for suggested ehanges to the PTS.
Table 5: Multiple choiee data for suggested changes to the PTS (N=22)
N (% of respondents)'
Changes suggested to the referral process
Have option to discuss potential referrals 11 (50.0)
Take phone referrals 7 (31.8)
Clarify referral criteria 9 (40.9)
Develop leaflet with referral information 12 (54.5)
No change needed 3 (13.6)
Changes suggested to direct interventions
Offer other groups 4 (18.2)
Offer other forms o f individual therapy 7 (31.8)
No change needed to group programme 7 (31.8)
No change needed to individual therapy 9 (40.9)
Changes suggested to indirect working
Psychological skills training for staff 15 (68.2)
Supervision o f CMHT staff 11 (50.0)
Consultation with CMHT staff 16 (72.7)
Offer reflective practice groups 10 (45.5)
Offer psychological support for emotional aspects o f work 10 (45.5)
No change needed to indirect working 0 (0)
' Respondents could select multiple items within each section; total N  therefore greater than 22
The most highly endorsed recommendations for changes to the referral 
process were to ‘develop a leaflet with referral information’ (54.5%) and having the 
‘option to discuss potential referrals’ (50.0%). The number of respondents wanting to 
keep current groups was higher than those wanting to change the group programme
Service Related Research Project 93
(31.8% vs. 18.2% respectively) with a similar pattern for individual therapy (40.9% 
vs. 31.8% respectively). With regards to indirect working, almost three-quarters of 
staff (72.7%) requested access to consultation and approximately two-thirds of staff 
(62.8%) requested access to psychological skills training.
Content Analysis of open-ended responses
Only 17 comments were made in total, therefore comments were collated 
across the whole survey. Two themes were identified from the content analysis of 
open-ended responses: (1) referral process and (2) capacity (see Table 6).
Table 6: Summary of themes identified in comments
Theme Example comments
Number of 
comments
‘Referral process’ “Unclear how much information is requiredfor the referral”; 
“Referral process needs to be steam-lined” ; “I  have never found  
the referral criteria clear”; “All referral criteria were clear and 
easy to fo llow ”; “My experience with referral to STEPPS groups 
... is much better than referral to other groups ”
13
‘Capacity’ “Morepsychologists to do the work”; “Due to limited resources 
within this service it often feels difficult to get clients accepted”; 
“funding more training . . . to become therapists ... would 
increase the likelihood o f  people starting therapy within a 
reasonable timeframe”
4
Comments in the ‘referral process’ theme were mentioned most frequently 
(13 instances) and covered all aspects of referring to PTS. Comments made about the 
referral process were generally critical (N=l 1/13) rather than positive (N=2/13). This 
is in line with the relatively poor Likert-scale ratings of the PTS referral process.
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Four comments regarding ‘capacity’ were noted. Comments within this 
theme related to the capacity or case-load of the PTS, for instance “Due to limited 
resources within this service it often feels difficult to get clients accepted”. 
Comments made about capacity all related to the current limited capacity of the 
service (N=2/4) or the need for greater capaeity (N=2/4).
Discussion 
Summary of results
i) Knowledge of PTS
Almost all respondents were aware that the PTS existed. However, there was 
confusion about what the service offered, particularly with regard to individual 
therapy, and all respondents made at least one error regarding what the service 
offered. Therefore, although the service is widely known about, there is far less 
understanding of what the service does and does not offer.
ii) Views of referring to PTS
Attitudes towards PTS were mixed, with ratings of clarity, speed and helpfulness 
of referring to the service ranging from poor to very good. Nevertheless overall 
opinion of the referral process was somewhat above the mid-range for groups 
(7.1/10) and for individual therapy (6.4/10). ‘Clarity of referral criteria’ was the area 
receiving the lowest ratings for both individual and group referrals.
iii) Comments
The content analysis of open-ended comments revealed two themes; referral 
process and capacity. Comments concerning ‘referral process’ were mostly negative.
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especially regarding the clarity of referral criteria, supporting the low ratings already 
discussed. With regards to ‘capacity’, comments referred to the limited capacity of 
the PTS impacting on what the service could offer.
iv) Recommendations for improvements
Most respondents recommended changes to the service, as might be expected 
given the moderate ratings of the existing service. Developing a leaflet with referral 
information, offering consultation and providing psychological skills training were 
most highly rated. Despite criticism of the referral process CMHT staff were happy 
with existing service provision; most respondents were keen to keep the current 
individual therapy and groups.
Strengths and Limitations
This study benefits from the method of surveying used, with all clinical staff 
invited to contribute, reducing the likelihood of sampling bias (Hayes, 2000). 
Furthermore the response rate was respectable (48%), covering a range of 
professions, teams and years in the team. However it is acknowledged that 
approximately half of the CMHT staff did not participate in the survey, and not all 
respondents answered all questions, so some caution should be taken in generalising 
findings to all CMHT staff; those who responded may be different in important ways 
to those who did not. The anonymous nature of the questionnaire and the trainee’s 
independence from the service being evaluated may have encouraged respondents to 
give an accurate indication of their knowledge and attitudes of the PTS. The method
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of data collection, using an online questionnaire, provided every team member the 
opportunity to participate.
With regards to limitations; although closed-ended questions were chosen for 
their ease of administration to a large sample (compared to an interview-based 
approach for example) so that all CMHT staff might participate, they can restrict the 
respondents’ answers and are open to researcher bias (Hayes, 2000). Furthermore 
only staff views, who are one of many stakeholders in PTS, have been sought by this 
survey; clients will undoubtedly have a different perspective on the service. A future 
project might usefully go on to evaluate client perceptions of PTS, perhaps using a 
satisfaction survey or by reviewing existing individual therapy and group outcome 
data.
Recommendations to the Service
The two aspects of the PTS which require most attention are (1) knowledge 
of what the service provides and (2) clarity of referral criteria. Producing a leaflet, 
poster and website to provide information about what PTS offers and how to refer, 
and giving talks to CMHTs about the service would be ways of addressing these 
issues.
Furthermore, all respondents recommended an increase in indirect working. 
In particular supervision, consultation and skills training were requested. This may 
be an efficient use of the limited resources available in the PTS. Increasing the 
resources devoted to these areas, and advertising this amongst CMHT staff, should 
be considered.
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The results of this evaluation and the recommendations made will be fed back 
to the PTS Lead at the end of September. It is hoped that the findings from this 
evaluation will help inform the service as it is redesigned in the coming months.
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Appendices
Appendix 1: Copy of questionnaire sent to CMHT staff
Thank you for considering participating in the following research study to evaluate 
CMHT staff views of service provision and referral procedures for
This study is being conducted by Trainee Clinical
Psychologist at the University of Surrey, in association with ^ I ^ H H ^ I a n d  
|ff om the
The survey takes about 15 minutes to complete. It begins with several demographic 
questions, followed by questions about your experience of working with or referring 
to f ^ m ^ H l i m m H U m a n d  your suggestions for improvements 
to the Service. We hope that this information can be used to recommend, where 
necessary, service improvements.
As an anonymous research study, there will be no record of your participation and 
only the researchers will have access to the anonymised participant responses. Your 
participation is voluntary and you may skip any questions that you do not wish to 
answer. If you have any questions or concerns about completing this questionnaire 
please contact us at
Do you wish to continue?
Yes /No
1. Profession:
a)CPN
b) Support Worker
c) Psychiatrist
d) Social Worker
e)OT
f) Psychologist
g) Other (please specify)
2. Team
3. Number of years working in
a. Less than one year
b. One to three years
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c. Four years or longer
4. Are you aware that there is a
(separate from Psychologists within the Community
Mental Health Teams)?
Yes /No
4. a) What, to your knowledge, does this Service currently offer? (Tick all that apply) 
Hearing Voices Groups
Eating Distress Groups 
Depression Groups 
OCD Groups 
STEPPS Groups 
Anxiety Groups
Individual therapy for moderate depression 
Individual therapy for complex trauma 
Individual therapy for Anorexia Nervosa 
Individual therapy for Bulimia Nervosa 
Individual therapy for Psychosis 
Individual therapy for personality disorder 
Individual therapy for moderate OCD 
Individual therapy for simple PTSD
5. a) Have you ever referred somebody for PTS Individual Therapy?
Yes /No
Please rate and comment on your experience of referring to PTS Individual Therapy, 
including how clear the referral criteria were, how promptly you received a response 
and how helpful the response was. Please consider your experiences of referring to 
PTS for Individual Therapy in general. If you have had mixed experiences please 
adjust your responses accordingly.
Clarity of referral criteria 
Not at all clear 
0 1 2  3
Comments
As clear as possible 
8 9 10
Speed of response 
No response 
0 1 2 
Comments
As quick as possible 
8 9 10
Helpfulness of response 
Not at all helpful 
0 1 2  3
Comments
As helpful as possible 
8 9 10
Any other comments
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Overall how would you rate your experience of referring to individual PTS?
Very poor Very good
0 1 2 3 4 5 6 7 8  9 10
5. b) Have you ever referred somebody for an PTS group?
Yes /No
Please rate and comment on your experience of referring to PTS Groups, including 
how clear the referral criteria were, how promptly you received a response and how 
helpful the response was. Please consider your experiences of referring to PTS 
Groups in general. If you have had mixed experiences please adjust your responses 
accordingly.
Clarity of referral criteria 
Not at all clear 
0 1 2  3
Comments
As clear as possible 
8 9 10
Speed of response 
No response 
0 1 2 
Comments
As quick as possible 
8 9 10
Helpfulness of response 
Not at all helpful 
0 1 2  3
Comments
As helpful as possible 
8 9 10
Any other comments
Overall how would you rate your experience of referring to PTS groups?
Very poor Very good
0 1 2 3 4 5 6 7 8  9 10
complex psychological difficulties.
/orks with people who are deemed to have
This may include people with severe, chronic depression, eating disorders, complex 
anxiety disorders (including trauma and obsessive-compulsive disorder), with or 
without an underlying personality disorder. The difficulties must have reached a 
degree of severity that impairs the service users’ everyday functioning. It is likely 
that previous treatment attempts may have been unsuccessful or resulted in a limited 
degree of recovery.
PTS seeks to provide an additional service to existing psychological and therapeutic 
resources within the CMHTs by way of specialised assessments and interventions.
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These can include individual psychological treatments such as Cognitive Behavioural 
Therapy (CBT), Couples and Family/Systemic Work, Narrative Therapy, Time- 
Limited Individual Psychodynamic Psychotherapy, Group Psychotherapy and 
EMDR.
A range of groups are also offered aimed at specific problems, for example Hearing 
Voices groups (Auditory Hallucinations) and a skills-based programme for people 
with Borderline Personality Disorders (STEPPS). PTS also offer specialist 
assessment and consultation for complex problems encountered by service users and 
their care teams. This may help the Care Coordinator to look afresh at how best to 
address these challenges using existing resources or to access services available 
outside the Trust. Teaching, supervision, and training for multidisciplinary staff 
working in the Trust is also available.
6. Is there anything you think we could do to improve the service we offer? (Tick all 
that apply)
a. Referral process:
i. Provide an opportunity to discuss potential referrals (such as a referral clinic, drop 
in session or by phone)
ii. Enable phone referrals (PTS worker to complete referral form on phone)
iii. Develop specific referral criteria or checklists for groups and individual therapy
iv. Make information about referrals available in leaflet form or online, with 
downloadable forms
V. No change to referral process needed
b. Direct interventions:
i. Develop different groups; what new groups would you like us to run?
ii. Change individual psychological therapy offered; which individual therapy would 
you like us to provide?
iii. No change needed to group programme; which groups would you like to keep?
iv. No change needed to individual therapy; which individual therapy would you like 
to keep?
c. Indirect working:
i. Provide psychological skills training for staff (workshops, individual, information 
packs)
ii. Offer general psychological supervision; supporting staff to use psychological 
skills in their work (in groups or on the phone)
iii. Give psychological consultation about specific clients
iv. Help to develop reflective practice groups in teams or offer team development 
facilitation
V. Facilitate staff to work through difficult emotional aspects of the job (e.g.
following a work-related trauma)
vi. No change to indirect working needed
If you have other suggestions or wish to elaborate on any of the items you selected 
please comment here.
Thank you for participating
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Appendix 2: Evidence of feedback to service
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Qualitative Group Project Abstract
This study aimed to explore the publie perception of clinical psychologists in 
the UK. Semi-structured interviews were conducted with three individuals. 
Transcripts were analysed using interpretative phenomenological analysis. Four 
super-ordinate themes emerged: (a) ‘Specialist role’ (b) ‘Uncertainty’ (c) ‘Focus on 
mental illness’ and (d) ‘Positive personality attributes’. These captured the 
participants’ limited but largely positive perceptions of clinical psychologists. The 
themes were present in all three interview transcripts and participants generally 
shared very similar conceptualizations of clinical psychologists. This limited 
knowledge about the profession has implications for help-seeking behaviours and 
engagement, as well as commissioning.
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Research Log
1 Formulating and testing hypotheses and research questions Y
2 Carrying out a structured literature search using information technology Y
and literature search tools
3 Critically reviewing relevant literature and evaluating research methods Y
4 Formulating specific research questions Y
5 Writing brief research proposals Y
6 Writing detailed research proposals/protocols Y
7 Considering issues related to ethical practice in research, including issues Y
of diversity, and structuring plans accordingly
8 Obtaining approval from a research ethics committee Y
9 Obtaining appropriate supervision for research Y
10 Obtaining appropriate collaboration for research Y
11 Collecting data from research participants Y
12 Choosing appropriate design for research questions Y
13 Writing patient information and consent forms Y
14 Devising and administering questionnaires Y
15 Negotiating access to study participants in applied NHS settings N
16 Setting up a data file Y
17 Conducting statistical data analysis using SPSS Y
18 Choosing appropriate statistical analyses Y
19 Preparing quantitative data for analysis Y
20 Choosing appropriate quantitative data analysis Y
21 Summarising results in figures and tables Y
22 Conducting semi-structured interviews Y
23 Transcribing and analysing interview data using qualitative methods Y
24 Choosing appropriate qualitative analyses Y
25 Interpreting results from quantitative and qualitative data analysis Y
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26 Presenting research findings in a variety of contexts Y
27 Producing a written report on a research project Y
28 Defending own researeh deeisions and analyses Y
29 Submitting research reports for publieation in peer-reviewed journals or 
edited book
N
30 Applying research findings to clinical practice Y
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Relaxation training for post-stroke anxiety; a pilot study
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Abstract
Objective: To evaluate the effeetiveness, feasibility and aeceptability of an 
autogenic relaxation teehnique delivered in a self-help, CD format to stroke survivors 
who experience anxiety.
Design: This study used a randomized two group design (intervention and 
waiting list control). All participants completed the Hospital Anxiety and Depression 
Scale (HADS) eaeh month for five months.
Participants: All participants {N = 20) were stroke survivors living in the 
community who reported signifieant levels of anxiety (HADS-Anxiety Subscale >
6). Participants completed all questionnaires via telephone and followed the 
intervention on a CD for at least one month.
Results: Data are reported from the first three time points. After one and two 
months participants who received the relaxation training were significantly more 
likely to report redueed anxiety compared to those who had not received the training.
There was no difference between the two groups with regard to a change in 
depression. After one month, 71% of the intervention group had completed the 
relaxation training as directed and 88% planned to continue using it.
Conclusions/Implications: Preliminary evidenee suggests that autogenic 
relaxation training is effective in the community when delivered in a self-help CD 
format to stroke survivors experiencing anxiety. There is no evidence at present that 
this intervention has a significant impact upon depression. The sample size was small 
however, and this intervention needs investigating in a larger sample. The 
intervention is promising and could feasibly be offered as part of a stepped care 
approach for post-stroke anxiety.
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Introduction
Anxiety following stroke is a common and persistent problem. Unfortunately, 
little is known about how to treat it effectively. Given this, there is a growing interest 
in developing and evaluating interventions; this project is part of that movement. I 
begin by briefly considering the nature of stroke and anxiety after stroke, before 
moving on to diseuss what treatment approaehes are already being tested. The 
particular challenges of working with this population are diseussed and the potential 
of relaxation training as an effective treatment is introdueed.
Stroke
Stroke is defined by the World Health Organisation (WHO) as a condition 
characterised by rapidly developing symptoms of a focal or localised disturbance of 
cerebral function, lasting longer than 24 hours or leading to death, with no apparent 
cause other than that of vascular origin (WHO, 1978).
In lay terms, a stroke occurs when the oxygenated blood supply to part of the 
brain is cut off. This is either due to a blood vessel bursting and leaking blood into 
the brain (haemorrhagie stroke) or a clot stopping the blood flow to part of the brain 
(ischaemic stroke) (National Institute for Health and Clinieal Excellence [NICE],
2008). The effects necessarily last longer than 24 hours. If briefer than this, the 
condition is termed a ‘transient isehaemic attack’ (TIA), which is caused by a very 
brief interruption to the blood supply (NICE, 2008).
Without a blood supply, brain cells may be damaged or destroyed. This 
typically causes impairment to the functions supported by the damaged area of the 
brain (the ‘infarction’) with possible physical, cognitive or emotional changes
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(NICE, 2008). There is a wide range of common symptoms, and many are 
debilitating and life changing. Possible physical impairments include numbness, 
weakness or reduced movement on one side of the body or problems with vision. 
Language difficulties may involve a complete loss of speech, slurred speech, 
difficulty in finding words or issues with comprehension. Other potential 
impairments include confusion, memory loss and mood changes. The severity of 
these symptoms varies significantly between stroke survivors'^ depending upon the 
size and location of the infarction. For example, physical impairment may range 
from total paralysis through to mild weakness limited to one specific area of the 
body. Fortunately, some or all of these impairments may improve over time.
Stroke is a common problem; the World Health Organisation estimates that 
each year 15 million people worldwide have a stroke or TIA (WHO, 2004). One 
hundred and fifty-two thousand people a year suffer a stroke in the United Kingdom 
and it is estimated that 1.1 million stroke survivors live in the UK (Townsend et al., 
2012).
In terms of the global impact of stroke, five million people die and five 
million develop a permanent disability following stroke each year (WHO, 2004). The 
remaining five million (of the total 15 million strokes and TIAs each year) will fully 
recover. Nevertheless, stroke is a leading cause of adult disability in the UK; it 
adversely affects independence in activities of daily living, participation in social and 
leisure activities, as well as occupational roles (Sveen, Bautz-Holter, Sodring, Wyller 
& Laake, 1999). Stroke can also cause the widest range of disabilities compared to
The British Psychological Society (2009) recommends the use of the phrase “stroke 
survivor” to refer to any patient who has experienced a stroke.
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any other chronic condition (Adamson, Beswiek & Ebrahim, 2004). Furthermore, 
roughly half of stroke survivors in the UK are dependent on others for support with 
activities of daily living (Royal College of Physicians [RCP], 2010).
Sadly the risk of a further stroke is also high. Twenty-six percent of stroke 
survivors will have at least one more stroke within five years and 39% within ten 
years (Mohan et al., 2011).
In short, having a stroke is a serious and potentially life-threatening event, 
with a high risk of permanent disability and recurrence.
Anxiety and Stroke
Given the nature of stroke, it is perhaps not surprising that anxiety is a 
common co-morbid neuropsychiatrie symptom (referred to as ‘post-stroke anxiety’). 
Anxiety is associated with a diverse range of symptoms. The diagnostic criteria laid 
out by the American Psychiatric Association (APA Diagnostic and Statistical Manual 
Version IV Text Revision, 2000) suggest that psychological symptoms can include 
irritability, poor concentration, increased sensitivity to noise and sleep disturbance. 
Alongside these psychological symptoms are somatic or physical symptoms, which 
can manifest in many different ways; sweating, dry mouth, hyperventilation, heart 
palpitations, increased urinary frequency and gastrointestinal discomfort. Sometimes 
hyperventilation leads to shortness of breath and dizziness. Furthermore, persistent 
anxiety can increase muscle tension, experienced as restlessness, inability to relax, 
headaches and shoulder or back pain (Gelder, Mayou & Cowen, 2006).
Common worries specific to stroke survivors include concerns about having 
another stroke or TIA; being unable to communicate in an emergency; being unable
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to drive; returning to w'ork; taking medication and a fear of falling (Stroke 
Association, 2012). Townend, Tinson, Kwan and Sharpe (2006) interviewed a 
sample of 89 stroke survivors and found that roughly half reported a fear of having 
another stroke. In particular, they were worried about further disability and 
communication problems.
There is considerable evidence that approximately a quarter of stroke 
survivors experience anxiety problems at some point (Castillo, Starkstein, Fedoroff,
Price & Robinson, 1993; Astrom, 1996; De Wit et al., 2008). Indeed, a recent review 
of 44 studies concluded that prevalence ranged between 18-25% (when assessed by 
clinical interview and rating scale respectively; Campbell Burton et al., 2012). This 
may be an underestimate though; a recent, anonymous national survey found as 
many as 67% of stroke survivors self-reported experiencing some level of anxiety 
following their stroke (Stroke Association, 2013). Regardless of its exact prevalence, 
anxiety is clearly a significant aspect of stroke recovery for many people.
This is not a short-term issue either; anxiety after stroke persists in a high 
proportion of cases. Some even suggest it is more stable and persistent than post­
stroke depression (Morrison, Pollard, Johnston & MaeWalter, 2005; Bergersen,
Froslie, Stibrant Sunnerhagen & Schanke, 2010).
One large-scale study assessed anxiety and depression at two, four and six 
months post-stroke in 532 stroke survivors (De Wit et al., 2008). They found that 
approximately 40% of those with anxiety at two months post-stroke remained 
anxious at six months. Therefore, anxiety does not appear to be a transitory difficulty 
for a significant proportion. Furthermore, an additional 11% became anxious at four 
months, and a further 7% at six months. This suggests that the onset and duration of 
anxiety symptoms can vary following a stroke.
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Similarly, Astrom (1996) found that at one year follow-up only 23% of stroke 
survivors with ‘early’ anxiety (i.e. an anxiety disorder diagnosed in the first three 
months post-stroke) had recovered. The remainder were at high risk of a ‘chronic’ 
anxiety disorder, meaning that anxiety was still present at three-year follow up.
Astrom also noted that the overall rate of anxiety remained stable over the three 
years, suggesting that other new cases had emerged. These findings are not restricted 
to the first months or years post-stroke either; longer-term follow up studies have 
reported comparable results up to five or ten years post-stroke (Lincoln et al., 2013;
Wolfe et al., 2011).
It seems fair to say that anxiety is a common and often on-going consequence 
of suffering a stroke. However, it is unclear why some stroke survivors never 
experience anxiety, why some recover from it and yet others suffer long-term anxiety 
problems.
The exact causal mechanisms underlying anxiety in the general population 
are not well understood. The same is true of stroke survivors, although researchers 
have put forward suggestions. For example, one study hypothesises that brain 
damage or the psychological reaction to the stroke and its effects cause emotional 
changes (Fure, Bruun Wyller, Engedal & Thommessen, 2006). Others have 
differentiated between two subgroups of generalised anxiety disorder in stroke 
survivors (Leppavuori, Pohjasvaara, Vataja, Kaste & Erkinjuntti, 2003). ‘Primary 
anxiety’ accounted for 11% of the experimental group of 277 stroke survivors (a 
similar prevalence to the general population according to Somers, Goldner, Waraich 
& Hsu [2006]) and related to a pre-existing condition or vulnerability. ‘Secondary 
anxiety’ (which accounted for a further 9%) was a term used for anxiety specifically 
linked to the stroke; this was determined using DSM-IV criteria for ‘anxiety disorder
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due to a medieal condition’, medical investigation and patient history. If it is true that 
there are different types of post-stroke anxiety then different types of treatment may 
need to be considered in the future.
At this stage, it is not clear what the underlying mechanisms for these two 
potential groups are. However, the authors found that poorer social functioning as 
well as anterior circulation stroke (a stroke affecting the area supplied by the anterior 
artery) were more common in the group considered to have anxiety due to stroke, 
whilst those with primary anxiety were more likely to have a history of insomnia. It 
seems feasible that pre-existing psychological characteristics and past experiences as 
well as the nature of neurological damage may all play a role in post-stroke anxiety, 
but there is little evidenee to support this distinction at present.
Other research groups have also attempted to identify possible factors linked 
to post-stroke anxiety. Their findings suggest that it is not consistently related to the 
size or location of the lesion; Kim et al. (2004) assessed the severity of anxiety in 69 
stroke survivors and the number, volume and location of infarcts for each using 
magnetic resonance imaging (MRI) data, within ten days of the stroke, and found no 
signifieant correlation between these. However, they did find a link between greater 
functional disability and increased risk for anxiety and depression. Conversely, a 
study of 73 stroke survivors at three months found a link between left hemisphere 
lesions and severity of anxiety, but none between functional disability and anxiety 
(Barker-Collo, 2007). However, the strongest predictor of anxiety in this study was 
slower cognitive speed, measured on a colour-naming task.
Age and gender may be factors linked to anxiety too, but the evidence is also 
mixed. Some report that both younger patients and women are more susceptible to 
post-stroke anxiety; Schultz, Castillo, Rosier and Robinson (1997) found, in a sample
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of 142 stroke survivors, that women reported more symptoms of depression and 
anxiety, and that younger participants reported higher anxiety. Similarly, Morrison, 
Johnston and Walter’s (2000) study of 71 stroke survivors up to six months post­
stroke found women were more likely to report higher levels of anxiety, although 
they did not find a link between age and anxiety. (Interestingly, their most significant 
results related to psychological factors associated with anxiety, such as less 
confidence in recovery and a greater sense of an external locus of control.) 
Meanwhile another study of 372 stroke survivors at six months post-stroke reported 
no signifieant relationship between anxiety with either gender or age (Dennis, 
O’Rourke, Lewis, Sharpe & Warlow, 2000).
Another possibility is that longer-term anxiety is linked to early onset of 
anxiety after stroke. For example, Sagen et al. (2010) found an association between 
clinical levels of anxiety within the two weeks post-stroke and anxiety at four 
months in 104 stroke survivors. Furthermore, the only variable correlated with 
anxiety over the course of three years, besides female gender, was anxiety within the 
first 20 days (Morrison et al., 2005).
In short, evidence regarding the causes of post-stroke anxiety tends to be 
contradictory, making it difficult to determine possible treatment targets or identify 
at-risk groups.
Given the very limited understanding or theory concerning post-stroke 
anxiety, perhaps the most appropriate theoretical model to adopt is one commonly 
applied to anxiety in the general population; the biopsychosocial model (Engel,
1977; Barlow, 2004). This model acknowledges the importance of biological and 
genetic factors as well as psychological and social ones. It also seems particularly 
appropriate to a condition such as post-stroke anxiety where neurological factors.
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psychological processes and environmental context all appear to play a part. More 
reeent research into the causal factors associated with anxiety in the general 
population (Somers et al., 2006) is also consistent with this model.
Furthermore, it is an approach which has found favour in other areas of health 
psychology. For example, a number of psychosocial factors such as hostility, 
depression, anxiety, interpersonal conflict and job stress, alongside traditional 
physical or biological factors such as smoking, exercise and drinking, increase risk 
for another vascular condition: coronary heart disease (Smith & Ruiz, 2002). 
However, others argue that a holistic approach such as this one is not necessarily 
justified; they point out that apparently complex or diverse symptoms can often have 
a single cause (Ghaemi, 2009). Nevertheless, as a broad approach the 
biopsyehosocial model opens up a number of avenues for possible treatment. In 
conclusion, there are good theoretical, empirical and pragmatic reasons for adopting 
it.
There is no doubt that suffering a stroke can be a devastating life event for 
the individuals concerned and there is a great deal of evidence demonstrating the 
negative impact of stroke (and specifically post-stroke anxiety) on the stroke 
survivor’s quality of life (Ahlsio, Britton, Murray & Theorell, 1984). Unfortunately, 
the effects go even further. Astrom (1996) found that dependence in activities of 
daily living and reduced social networks were particularly associated with post­
stroke anxiety. Furthermore, post-stroke anxiety has the potential to limit recovery 
from stroke; Barker-Collo (2007) notes that anxiety can impede engagement and 
motivation in the context of stroke rehabilitation. It would seem that there is a 
vicious circle; the initial neurological damage, and its impact on daily life is
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associated with anxiety issues, which further impairs the stroke survivor’s capacity to 
recover.
It is also important to consider how stroke survivors perceive this anxiety. 
Lander (2009) interviewed stroke survivors about their experience of anxiety; they 
described issues around being dependent on others, feeling vulnerable and 
difficulties in meeting their own expectations or those of others. Loss of autonomy, 
loss of roles and perceived negative appraisals by others were also contributing 
factors. It would seem that post-stroke anxiety might be linked to adjustments in self- 
image following a sudden-onset disability.
In addition, the co-morbidity of anxiety with depression is very high. In 
Astrom’s (1996) sample 85% of stroke survivors diagnosed with an anxiety disorder 
fulfilled criteria for major depression at some point in the three years post-stroke. 
Furthermore, depression is more severe and longer lasting in those with co-morbid 
anxiety (Shimoda & Robinson, 1998). This link has practical and quality of life 
implications as well. Stroke survivors presenting with eo-morbid anxiety and 
depression showed greater cognitive and functional impairment, as well as having 
fewer social contacts, than those with depression alone (Shimoda & Robinson, 
1998). It is not surprising that the two conditions occur together or that they are 
associated with the most seriously affected but, to date, studies developing 
treatments for post-stroke depression have largely overlooked post-stroke anxiety.
A further study assessed quality of life in 85 stroke survivors at six months 
post-stroke (Morris, Van Wijck, Joiee & Donaghy, 2012). Anxiety and depression 
significantly predicted energy levels and overall health-related quality of life, but 
only anxiety significantly predicted quality of life indicators in relation to experience
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of pain, emotional reactions, sleep and social isolation. It seems anxiety may well be 
more important in terms of health-related quality of life than depression.
To conclude, post-stroke anxiety is not a stand-alone problem; it affeets 
mood, independence, social support and rehabilitation. Unfortunately, it also has 
significant negative implications for quality of life across a number of domains. It is 
an issue that cannot and should not be ignored.
Treating post-stroke anxiety
In view of what is known about the prevalence of post-stroke anxiety and its 
impact, it is concerning that treatment is currently so limited. A recent national 
survey of 1774 stroke survivors (Stroke Association, 2013) found that over half of 
those who considered themselves to be experiencing anxiety had not received any 
information, advice or support with their anxiety. Few had access to information, 
advice or support on coping with the emotional aspects of stroke either; only a fifth 
of the whole sample had received this.
These issues are reflected at a service level. Currently, over half of the stroke 
units in the UK have no access to psychology services at all (Sentinel Stroke 
National Audit Programme [SSNAP], 2012; The Scottish Government, 2009). 
Historically it seems that the emphasis (and associated funding) has been directed 
towards medical treatment and physical rehabilitation after stroke. Indeed the first 
NICE guideline for stroke (NICE, 2008) does not refer to the psychological needs of 
stroke survivors at all.
Nationally there is now a growing interest in developing psychological 
interventions and services for stroke survivors. For example, the Department of
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Health’s new ‘Cardiovascular Disease Outcomes Strategy’ (2013) calls on 
commissioners and providers to pay particular attention to the emotional and 
psychological support of stroke survivors. Similarly, the NHS Improvement 
Programme for Stroke (2011) has placed significant emphasis upon developing 
rehabilitation (including psychology) for stroke survivors and has piloted a number 
of new psychology services across the country.
When considering what treatments services could offer, it is important to 
consult relevant guidelines as well as research evidence concerning the effectiveness 
of interventions. Unfortunately, at present there are no specific guidelines for the 
treatment of anxiety after stroke. In relation to the general population, the NICE 
guidelines (2011) for treating anxiety recognise a number of possible treatments.
These include self-help. Cognitive Behavioural Therapy (CRT), psycho-educational 
groups, applied relaxation and pharmaceutical intervention. It is not clear at this 
stage whether these recommendations are generalisable to stroke survivors who 
experience anxiety.
Not only is the guidance limited, but research evidence is also lacking. A 
Cochrane Review evaluating the evidence to date concludes that there is insufficient 
evidence to guide practice in treating post-stroke anxiety (Campbell-Burton et ah,
2011). They found only two studies at that time (Wang, Yan & Xiao, 2005; Zhang,
Zhang & Wang, 2005) which complied with the required methodology for evaluating 
the effectiveness of an intervention. Both related to pharmaceutical therapy. From 
the literature search conducted for this project no further studies would fulfil the 
criteria set out for inclusion in the review, although seven studies were found which 
related to treating post-stroke anxiety (see Appendix 1 for further details of this 
literature search).
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Wang, Yan and Xiao (2005) randomised 81 stroke survivors to paroxetine (a 
selective serotonin re-uptake inhibitor; SSRI), paroxetine plus psychotherapy or 
standard care for six weeks. The psychotherapy was described as “supportive 
psychotherapy for 30 to 60 minutes once per week” (p. 564), although further details 
regarding what this involved were not provided. Anxiety scores were 58% and 71% 
lower at six week follow up in the paroxetine and paroxetine plus psychotherapy 
groups respectively, compared to those who received standard care. There was no 
significant difference between paroxetine alone and paroxetine plus psychotherapy.
Zhang, Zhang and Wang (2005) randomized 94 stroke survivors presenting 
with co-morbid anxiety and depression post-stroke to either buspirone hydrochloride 
(an anxiolytic medication) for four weeks or standard care. They found significantly 
lower anxiety in the treatment group at six-week follow up.
Both studies indicated that pharmaceutical intervention is associated with 
reduced anxiety over the course of four to six weeks, when compared to standard 
care. It remains unclear, however, how these treatments might compare to a placebo 
in a blind study, where stroke survivors are unaware whether or not they are 
receiving the active treatment. In addition, neither study included longer-term follow 
up to determine whether the reduction in anxiety was maintained over time. 
Nevertheless, the limited research evidence suggests that medication works in the 
short-term.
The adverse side effects of the medication must also be considered though. 
Roughly half of those receiving paroxetine experienced side effects, including 
nausea, vomiting or dizziness (Wang, Yan & Xiao, 2005) and 14% of those taking 
buspirone reported nausea or palpitations (Zhang, Zhang & Wang, 2005). Neither
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study provided information regarding the duration or severity of these adverse 
symptoms.
Pharmaceutical treatments may also be unsuitable for other reasons. Many 
individuals may prefer not to take anxiolytic medication due to other side effects.
These include dependency, impaired cognition or memory, and sexual dysfunction 
(NICE, 2011). Others also stress that older patients are more susceptible to the side 
effects of pharmaceutical interventions (Bums, Horan, Clague & McLean, 2006), a 
finding that is pertinent to stroke survivors, who tend to be older. Wetherell et al.
(2004) also point out that some patients may not be able to receive pharmaceutical 
treatments because of contraindications.
The use of medication is also a personal choice (Wetherell et al., 2004). In 
particular, patients may prefer not to use medication for fear of dependence, as well 
as prior negative experiences. Furthermore, many older patients do not view their 
psychological symptoms as a medical illness and are unwilling to seek a 
pharmaceutical treatment (Givens et al., 2006). Together this may mean that 
medication, however effective it may turn out to be, might not be the answer for 
many stroke survivors who experience anxiety.
Alternatively, various forms of psychological therapies are available for 
treating anxiety in the general population. For example. Cognitive Behavioural 
Therapy (CBT) is considered highly effective for addressing anxiety in older people 
(Butler, Chapman, Forman & Beck, 2006; Ayers, Sorrell, Thorp & Wetherell, 2007). 
Unfortunately, there is little research regarding the effectiveness of either CBT or 
other psychological therapies with the stroke survivor population.
One meta-analysis reviewed 24 studies evaluating the effectiveness of CBT 
for a variety of psychological disorders, including anxiety, following acquired brain
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injury, which incorporated three studies looking specifically at stroke (Waldron, 
Casserly & O’Sullivan, 2013). Across all the studies effect sizes varied widely in 
relation to anxiety (<7=0- 3.47; ‘no effect’ found through to a ‘large effect’) but the 
average effect size was ‘large’ {d= 1.04) according to Cohen’s (1988) classification 
of effect sizes. Although the results are promising, they are not specific to the stroke 
survivor population or to anxiety. The three studies which only included stroke 
survivors varied widely in their design and findings; two described a series of single 
case studies that found evidence in support of CBT, whilst a small-scale randomized, 
controlled, group study did not.
Other interventions which incorporate aspects of psychological care or 
counselling have also been investigated. The provision of general psycho-education 
for stroke survivors and their families regarding stroke and rehabilitation, along with 
a course of sessions to discuss issues with a professional, was found to have benefits 
in terms of functional outcomes and family functioning, but not in relation to 
depression or anxiety (Clark, Rubenach & Winsor, 2003; Eames, Hoffmann,
Worrall, Read & Wong, 2013). In all, the evidence seems uncertain and there is 
evidently a need for further evaluation of psychological treatment approaches for 
post-stroke anxiety.
As psychology services do exist for some stroke survivors (SSNAP, 2012;
The Scottish Government, 2009), it is presumed that those who report anxiety are 
being offered some form of psychological treatment. However, the research or policy 
literature does not contain any information regarding the nature of these 
interventions or their effectiveness.
Alongside issues of limited research, there are practical considerations about 
the feasibility of psychological approaches for the stroke survivor population. The
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difficulty of limited access is perhaps the most crucial. As already noted, over half of 
stroke units in the UK do not currently have any psychological provision (SSNAP, 
2012; The Scottish Government, 2009). Where a psychology service is provided 
many stroke survivors are dissatisfied with the support they received; half rated the 
post-acute psychological care as ‘poor’ or ‘very poor’ in a survey conducted by the 
National Audit Office (2010). No information was available about what had 
contributed to these negative views.
It is also possible that those experiencing psychological difficulties are not 
being appropriately assessed or referred for support. A series of pilot projects aimed 
at improving psychological input in stroke services noted a dominant medical culture 
(NHS Improvement Programme - Stroke, 2011). They hypothesised that this was 
affecting the treatment options offered and referrals made, such that services did not 
consider the need for psychological approaches. In addition, at an individual level, 
stroke survivors may not seek psychological support. In primary care settings older 
people were less likely to seek support with emotional needs, compared to younger 
people (Wetherell et al., 2004). They were also less likely to seek psychological 
support compared to support with physical or medical needs.
Furthermore, at a practical level, a stroke survivor may have difficulty 
accessing traditional ‘talking therapies’. They may experience physical as well as 
cognitive impairment after their stroke, which influences their ability to seek or 
engage with sources of support. For example, stroke survivors presenting with 
language or cognitive impairments are less likely to be offered psychological therapy 
(Hackett, Anderson, House & Xia, 2008).
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In summary, there is a range of access issues when considering psychological 
therapy for stroke survivors and there is limited evidence about what works best for 
post-stroke anxiety.
Alongside pharmaceutical and psychological approaches are a number of 
alternative therapies used to treat anxiety in the non-stroke population. Campbell 
Burton et al. (2011) acknowledge the potential value of CBT or behavioural self-help 
manuals, exercise training and relaxation therapy, despite the limited evidence.
For example, Aidar et al. (2012) trialled ‘strength training’ with 24 
participants randomized into intervention and standard care groups. This exercise 
programme consisted of three sessions per week for twelve weeks. They found a 
significant reduction in anxiety between pre- and post- training, compared to no 
differences in the standard care group. This suggests that alternative therapies may 
be valuable as an effective and acceptable treatment for post-stroke anxiety. 
However, the authors recognised the possibility of additional effects mediated by the 
group, such as greater social contact and professional support. Similar findings were 
reported in a study comparing yoga and exercise groups for stroke survivors; 
clinically significant improvements in depression and anxiety were found for both 
groups (Chan, Immink & Hillier, 2012).
Acupuncture has also showed promise, performing as well as the medication 
alprazolam (an anxiolytic from the benzodiazepine family) when treating anxiety in 
the stroke survivor population (Ping & Songhai, 2008). Evidence regarding massage 
is also encouraging, with ten minutes of massage each day for a week linked to a 
significant reduction in anxiety and pain in a controlled trial with 102 stroke 
survivors (Mok &Woo, 2004); unfortunately the follow-up was brief (three days) so 
it is unclear what the longer-term impact of this approach may be.
Maj or Research Pro) ect 129
In brief, there have been no large-scale, systematic studies of the treatment of 
anxiety disorders following stroke, especially psychological or alternative treatments. 
Available research has generally used small populations, with limited control groups 
or follow up. Medication may be effective but is not necessarily suitable for all.
Relaxation training
Researchers and clinicians are therefore starting to look for other ways of 
managing post-stroke anxiety. One avenue of interest is relaxation training. These 
techniques are commonly used in anxiety management, either as a stand-alone 
treatment or within a more complex therapy, such as CBT (Manzoni, Pagnini, 
Castelnuovo & Molinari, 2008). Overall these techniques are based on a cognitive 
and/or behavioural treatment approach which aims to facilitate a ‘relaxation 
response’ (decreased physiological arousal) to counteract the stress response of 
anxiety (Esch, Fricchione & Stefano, 2003). The relaxation response is defined as a 
set of biological mechanisms or adjustments, which occur when an individual 
engages in a repetitive mental or physical activity (Benson & Klipper, 1976). This 
fits well within the biopsychosocial model already mentioned; both recognise the 
links between biological, cognitive and emotional experiences.
Evaluations of relaxation techniques suggest good efficacy. A meta-analysis 
of relaxation training, incorporating 27 studies (a total of 748 participants), 
concluded that there was a medium to large effect size in the treatment of anxiety 
(range d = 0.03 - 1.389; Manzoni et al., 2008), with good efficacy in older 
populations and in those with physical health complaints. Furthermore, there is good 
evidence in relation to another vascular condition; a systematic review conducted by
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Spence, Barnett, Linden, Ramsden & Taenzer (1999) found relaxation to be as 
effective as pharmaceutical intervention in reducing and maintaining a healthy blood 
pressure in hypertensive patients experiencing anxiety. Thus, relaxation training 
seems very promising for use with stroke survivors.
Autogenic relaxation
Relaxation techniques come in a number of forms. One of particular interest 
for treating anxiety in stroke survivors is autogenic training. This approach relies 
largely on the repetition of statements about imagining particular sensations in the 
body (Linden, 2007); for example “the right arm is heavy” (p. 160). This may be 
more suitable for a stroke survivor population, given the possibility of physical 
disability, which may limit their ability to engage with physical forms of relaxation, 
such as controlled breathing exercises and progressive muscle relaxation (Kneebone, 
Walker-Samuel, Swanston & Otto, in press).
Autogenic training is one of the oldest bio-behavioural techniques in use. 
Schultz (1932) originally developed this approach following reports that those 
undergoing hypnosis experienced heaviness and warmth in their limbs. He created 
the technique to deliberately produce these sensations and generate a self-hypnotic 
state.
Linden (2007) hypothesises that the effectiveness of this technique relies 
upon facilitating the body’s ovm homeostatic mechanisms to promote change at a 
biological level. Indeed, there is evidence to suggest that these biological changes do 
occur; research has found reductions in muscle tone and heart rate in response to 
autogenic training (Ohno, 1965; Watanabe et al., 1996), although the biological
Major Research Project 131
mechanisms involved are uncertain. There is strong evidence that autogenic training 
works, but it is not clear how.
There is also growing evidence that, just like general relaxation techniques, 
autogenic training can be effective in patients with physical health conditions and 
those experiencing anxiety. Kanji, White and Ernst (2004) studied the effectiveness 
of autogenic training with 59 patients with coronary problems. Participants were 
randomly assigned to receive regular autogenic training or standard care for five 
months. These patients undergoing heart surgery showed significant between group 
differences in anxiety at two and five months, although no information was provided 
about whether the change was clinically significant. Nevertheless, it appears 
autogenic training shows promise in reducing anxiety in patients with vascular 
conditions.
Other reviews of this approach are also positive. Linden (2007) found that 
autogenic training showed a medium effect (d = -0.56) in relation to psychological 
indices, as did Manzoni et al.’s (2008) specific sub-analysis in relation to autogenic 
training and anxiety (d = 0.42). Similarly, Stetter and Kupper’s (2002) review of 60 
studies also found medium to large effect sizes for both anxiety and depression, 
which were stable at follow up.
Relaxation training and post-stroke anxiety
As yet there have been no studies addressing the use of autogenic training, or 
relaxation generally, to specifically treat anxiety in stroke survivors. Relaxation 
training is being used with this group though, with promising results on a number of 
other indicators. One study conducted a randomized, controlled trial of exercise
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versus relaxation with 14 outpatient stroke-survivors (Carin-Levy, Kendall, Young & 
Mead, 2009). Their findings indicated that relaxation classes increased motivation to 
participate in other activities and improved confidence. Participants’ self-reported 
physical ability, psychosocial functioning and quality of life also improved. 
However, this study did not specifically target stroke survivors experiencing anxiety 
or measure anxiety, so the impact of the relaxation training upon anxiety is unclear.
Recent findings also suggest that relaxation training is effective in reducing 
self-reported tension in stroke survivors (Kneebone et al., in press). This study 
described the development of a pilot relaxation group, in an inpatient, post-acute 
stroke setting. Fifty-five participants attended the open group using autogenic and 
passive relaxation exercises on at least one occasion, with some attending on up to 
six occasions. Again, the group was not specifically targeted at those experiencing 
anxiety. Self-reported tension reduced significantly from pre- to post- group ratings. 
It is possible that this was mediated by the effect of group participation and there was 
no control group comparison. Nevertheless, the repeated participation of a number of 
stroke survivors in the group suggests that they perceived the relaxation techniques 
as acceptable and potentially helpful.
All of the limited number of studies considering relaxation training for stroke 
survivors have been conducted in acute or rehabilitation settings. Given what is 
known about the persistent nature of post-stroke anxiety, as well as its late onset for 
some, it follows that community-based interventions also need to be considered. 
There is a gap in the literature, which evidently needs addressing. Little is known 
about how this group accesses psychological services or would like to access 
services, and how best to engage with them. It is not clear, for example, whether a
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treatment for post-stroke anxiety might be most effective in the context of a stroke 
survivor support group, or as an individual session.
Self-help approaches to anxiety
As discussed, there is a need for psychological support for stroke survivors 
Avho experience anxiety. At this time the services available are limited, requiring 
researchers, policy-makers and psychologists to think flexibly about how this need 
might be met. Self-help approaches to anxiety may provide a means to do this.
‘Self-help’ refers to a psychological treatment in which the patient receives a 
standardised treatment protocol to work through largely independently at home 
(Cuijpers & Schuurmans, 2007). This may be provided in a written format 
(sometimes referred to as bibliotherapy), or via a video, compact disc (CD) or the 
internet. Furthermore, the therapy can be completed without contact with a therapist 
or mental health professional. If contacts are included within the protocol, these 
focus upon guiding the use of the treatment and providing support. Contacts may be 
via face-to-face contact, telephone, email, post or video conferencing.
To date, self-help approaches have been developed for and found to be 
effective with a variety of disorders and problems, including anxiety, difficulties 
with social skills, eating disorders, migraine and insomnia (Scogin, Bynum, Stephens 
& Calhoon, 1990; Gould, Safren, Washington & Otto, 2004). Most include 
cognitive-behavioural techniques, such as exposure and cognitive re-structuring. 
Cognitive-behavioural and behavioural approaches are already widely used with 
people diagnosed with anxiety. They are effective and in some cases superior to 
other treatments (Emmelkamp, 2004; Gould et al., 2004). At a pragmatic level these
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approaches are also straightforward to deliver and are therefore well suited to being 
broken up into relatively easy steps, making them particularly suitable for creating a 
self-directed and self-taught therapy.
A review of self-help approaches for anxiety (Hirai & Clum, 2006) found a 
standardized effect size, when compared to waiting list conditions, of d = 0.68 (a 
medium to large effect). Remarkably, self-help with support was as effective as face- 
to-face psychological therapy. However, this effect was absent if self-help was 
provided without support. Relating this now to the training previously discussed, 
autogenic relaxation is available in a self-help format and is effective in reducing 
anxiety (form et al., 2004). This provides promising evidence that the development 
of a self-help autogenic treatment for stroke survivors may be an effective approach 
to address anxiety.
Cuijpers and Schuurmans (2007) highlight that self-help approaches have a 
number of potential benefits above and beyond traditional face-to-face psychological 
treatments. Firstly, they have the potential to be offered to a large number of people 
as a low-threshold, low-intensity approach as part of a stepped care model. They 
argue that this may help to reduce waiting lists. This might well be of significant 
benefit in this context given the disparity between demand for psychology services 
for stroke survivors and the limited services currently in existence.
In addition, some have suggested that self-help approaches are cheaper to 
provide than traditional interventions involving individual or group support provided 
by a professional (Bower, Richards & Lovell, 2001; Cuijpers & Schuurmans, 2007). 
Intuitively this would appear to be a reasonable suggestion, but at present there have 
been no studies assessing the financial implications of self-help.
Maj or Research Proj ect 135
Furthermore, self-help may appeal to patients who might not seek traditional 
face-to-face treatment approaches. Cuijpers and Schuurmans (2007) suggest they 
may be reluctant to seek professional psychological support for a number of reasons.
They consider the impact of stigma regarding mental health and/or help-seeking, 
beliefs about the nature and effectiveness of the approaches, concerns regarding 
talking to strangers about personal problems, issues relating to hearing or cognitive 
impairment or physical obstacles such as mobility or accessibility of clinic settings.
All these factors may be relevant to stroke survivors.
Indeed, many who experience anxiety prefer managing the condition 
themselves rather than seeking professional support (Issakidis & Andrews, 2002). In 
fact, they were more likely to engage with self-help techniques than professional 
help (form et al., 2000). Developing and offering self-help approaches may therefore 
be not only acceptable, but preferable, for those seeking support for psychological 
distress.
The nature of anxiety may also pose barriers to help-seeking. Cuijpers and 
Schuurmans (2007) point out that those experiencing anxiety tend to present with 
high levels of avoidance. This in itself may limit the anxious patient’s engagement 
with support. There may be a subgroup of patients experiencing anxiety who would 
prefer to follow a self-help treatment protocol, rather than engage with mental health 
services.
Another positive feature is its flexibility, allowing individuals to work at their 
own pace and in a format that suits them. For example, it may well be possible to 
provide a self-help treatment in a number of different languages or formats (audio, 
visual, easy read) to cater for a broad range of patients. Indeed, studies have looked 
at the use of self-help relaxation for anxiety delivered on a CD and found that
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listening to this once prior to a surgical procedure significantly reduced blood 
pressure and anxiety following the procedure compared to a control group 
(Hindoyan, Cao, Cesario, Shinbane & Saxon, 2011). This flexibility would seem to 
have a number of positive aspects when thinking about the stroke survivor 
population. The range of disability experienced after stroke makes this population a 
very diverse one in terms of physical and cognitive needs; the potential to provide a 
number of different formats, with different approaches and at different levels of 
complexity are all possibilities when thinking about the use of this with stroke 
survivors.
Even so, self-help approaches have their drawbacks. There are likely to be 
issues around open access and the appropriateness of treatment. Cuijpers and 
Schuurmans (2007) argue that, without a professional-led assessment to determine 
the nature of the individual’s difficulties, they may pursue a treatment which is 
inappropriate or has little proven efficacy for their presenting difficulties. This may 
waste the patient’s time and, at worst, aggravate symptoms. Even if the treatment 
itself does not have direct negative effects, experiencing a treatment as ineffective 
may be damaging. Lack of success may elicit or strengthen feelings of helplessness, 
potentially exacerbating symptoms of anxiety and depression. It could also bias a 
patient against seeking or engaging with treatments in the future. However, this 
remains a relatively new area of investigation, so there is currently no research 
looking at patient’s engagement with or experience of self-help for anxiety. These 
concerns are therefore hypothetical at present. How a stroke survivor might access 
this treatment and feasibly be monitored or supported will still need be considered.
In all, self-help approaches present a number of possible advantages and are 
effective for treating anxiety in other populations. The evidence at present remains
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limited though, in particular with regard to the possible disadvantages, but it seems 
to be a reasonable avenue for exploration.
Summary
Post-stroke anxiety is a significant problem, for which there are currently no 
recommended treatments. The development and evaluation of interventions is 
therefore a priority.
There is clear evidence that relaxation training, and in particular autogenic 
training, can be effective in reducing anxiety and depression in clinical and non- 
clinical populations. There is a growing interest in evaluating relaxation techniques 
in the stroke survivor population and there is promising, albeit limited, evidence for 
these in post-acute and rehabilitation stroke settings. As yet no studies have looked 
beyond this and considered the potential of these techniques specifically for anxiety 
or for stroke survivors living in the community.
How potential interventions will be made available and by whom must also 
be determined. Psychological services for stroke survivors are currently only 
available in under half of stroke services across the country. There is a clear gap in 
provision. This issue is another reason for investigating treatment approaches which 
require minimal professional input, such as self-help techniques.
The current study
This study evaluates autogenic relaxation delivered in a self-help format to 
stroke survivors living in the community. It will assess whether autogenic relaxation 
training delivered in a self-help CD format is feasible and is an acceptable
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intervention in this sample. The study will measure whether anxiety levels are 
reduced in these stroke survivors following relaxation training. Given the high co­
morbidity with depression, and the potential for depression to be reduced by 
relaxation (Jorm, Morgan & Hetrick, 2008), this will also be assessed. The study will 
use a two randomized group design to compare change in self-reported anxiety after 
one month, between those receiving the training and a waiting list control group 
without the training. Monthly follow-up will also be conducted for three further 
months to evaluate the longer-term impact of the training.
Aims and Hypotheses
This study aims to seek preliminary evidence about the effectiveness of 
autogenic relaxation training delivered in a self-help format to stroke survivors who 
experience anxiety and live in the community.
It also aims to gain a better understanding about the feasibility of offering a 
guided self-help treatment to stroke survivors living in the community and to 
consider the acceptability of this approach to a stroke survivor population.
A further aim is to consider possible factors associated with anxiety and 
depression in stroke survivors, which may influence responsiveness to relaxation 
training.
The main hypothesis for this study is that autogenic relaxation training will 
significantly reduce anxiety after one month, when compared with those not 
receiving the training. This reduction is expected to be maintained after a further 
month.
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A secondary hypothesis is that autogenic relaxation training will significantly 
reduce depression at one and two month follow up, when compared with those in the 
waiting list control group.
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Method
Design
This study used a randomized two group design (intervention and waiting list 
control) with planned assessment at five time points. All participants were stroke 
survivors experiencing anxiety and living in the community. Half of the participants 
received the self-help relaxation training immediately after screening, whilst the 
remainder were placed on a three month waiting list, in order to form a control 
comparison group. They would then receive the self-help relaxation after those three 
months. Due to time constraints data analyses were limited to the first two months of 
follow up.
Recruitment
Participants were recruited using opportunity sampling. An advertisement 
(see Appendix 2) giving an outline of the project and the researcher’s contact details 
was placed in a free national stroke survivor publication (the Stroke Association 
newsletter “Stroke News”). This advertisement was also displayed on an online 
stroke survivor research forum (“TalkStroke”; http://www.stroke.org.uk/talkstroke). 
All UK based, non-NHS stroke survivor support groups listed on the Stroke 
Association website ('http://www.stroke.org.uk/support/search: 739 groups) were also 
approached directly, via telephone or email, and asked to circulate the advertisement 
to their group members. Potential participants were asked to contact the researcher 
via telephone, email or post.
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As a pilot study aiming to consider the feasibility and acceptability of an 
intervention, but with limited resources, a fully powered analysis was not thought to 
be practicable. However, recruiting 12 participants per group for pilot studies is 
recommended (i.e. 24 participants in this two-group study), for reasons of feasibility 
and precision when calculating means and variance (Julious, 2005). Therefore the 
aim in this study was to recruit 24 participants.
A sensitivity power analysis was conducted to consider the effect detectable 
in a sample of 24 people. With a Mann-Whitney U test and a power of 0.8 effects of 
d = 1.07 can be detected. This is within the range of effect sizes for relaxation 
techniques for anxiety in Manzoni et al.’s (2008) review; consequently, a sample of 
24 was deemed reasonable.
Eligibility criteria
Participants were included in the study if they reported one or more strokes in 
their lifetime, had evidence of anxiety symptoms (indicated by a score > 6 on the 
anxiety subscale of the Hospital Anxiety and Depression Scale; Zigmond & Snaith, 
1983), lived in the community, had access to a CD player (in order to listen to the 
relaxation training) and were capable of following the screening, assessment and 
intervention procedures via telephone. Participants of any age or gender were 
included, and no stipulation about time elapsed since stroke was made.
Participants were excluded if they were unable to complete the rating scales 
via telephone; for example if they were deaf, had moderate to severe cognitive 
impairment (indicated by a score < 20 on the Telephone Interview of Cognitive 
Status; Brandt, Spencer & Folstein, 1988), significant difficulties with language or
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were non-English speakers. Participants who reported a co-morbid psychiatric 
disorder other than an affective disorder (e.g. diagnosis of a psychotic disorder or 
dementia) as identified in the screening procedures were also excluded. Participants 
who were currently receiving another psychological intervention for any reason were 
excluded.
Participants
Twenty-four participants completed and returned consent forms. Of these 21 
were eligible to participate (one excluded due to language difficulties, two due to 
anxiety below the threshold required). One participant completed the initial 
screening procedure but not the one, two or three month follow up interviews due to 
personal circumstances, and therefore this data has not been reported within the 
present analysis. This participant wished to continue with the study and completed 
follow up at four months. One participant withdrew completely from the study after 
one month follow up.
Materials and measures
Relaxation training. The relaxation training used in this study was autogenic 
relaxation read aloud on a CD, as described in Winkler, James, Fatovich and 
Underwood (1982). It was approximately 20 minutes in length. The training asked 
participants to be aware of various aspects of the body and to experience them in 
particular ways (for example heavy, warm, refreshed). See Appendix 3 for the 
autogenic training script.
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There is no recommendation within the above training manual regarding the 
regularity or duration of use. Manzoni et al.’s (2008) review of relaxation techniques 
for anxiety included studies with treatments ranging in length from one day to 
fourteen weeks, with a positive correlation found between duration and effect size; 
for pragmatic reasons of study design and time constraints a one month intervention 
duration was chosen. The review also found that those who practised regularly 
(approximately five times per week) showed a greater reduction in anxiety; 
participants were therefore advised to practise five times per week for one month.
The Hospital Anxiety and Depression Scale (HADS). The HADS 
(Zigmond & Snaith, 1983; see Appendix 4) is a 14 item self-report rating scale 
divided into two subscales, one measuring anxiety (HADS-A, seven items) and the 
other depression (HADS-D, seven items). It was designed for use with hospitalised, 
medically ill patients, but is now the most commonly used screening tool for 
depression and anxiety in stroke research in acute and community settings (Sagen et 
al., 2009).
Each item is rated for the past week on a four point Likert scale ranging from 
zero to three. The maximum total score on each sub-scale is 21. The higher the score 
on the anxiety sub-scale, the greater the anxiety symptomology. The cut-off 
recommended in the stroke population for possible clinical anxiety is > 6 on the 
HADS-A subscale (Johnson, et al., 1995) and was therefore the cut-off used for 
inclusion in the current study. The cut-off recommended for possible clinical 
depression in the stroke population is > 8 on the HADS-D subscale (Aben, Verhey, 
Lousberg, Lodder & Honig, 2002).
The HADS has good internal consistency (Cronbach’s alpha 0.80-0.93) and 
test-retest reliability (0.70-0.85), along with good construct and concurrent validity
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(Herrmann, 1997; Bjelland Dahl, Hang & Neckelmann, 2002; Johnston, Pollard & 
Hennessey, 2000) and sensitivity to change (Hinz, Zweynert, Kittel, Igl & Schwarz,
2009). In previous studies it has been administered in paper format, via telephone 
and using the internet (Lovejoy, 2012; Boehmer, Glickman & Winter, 2012).
Nottingham Extended Activities of Daily Living Scale (NEADL). The 
NEADL (see Appendix 5) is a 22-item self-report measure of activities of daily 
living (ADL). It was developed and evaluated for postal or telephone use with stroke 
survivors (Nouri & Lincoln, 1987). It assesses which functional activities the 
respondent has done recently (rather than is able to do), such as climbing stairs, 
housework and using public transport. These activities are rated as having been done 
“on your own”, “on your own with difficulty”, “with help” or “not at all” in the past 
few weeks. These responses are scored as 1, 1, 0 and 0 respectively. These are 
summed, giving a total score out of 22, with higher numbers indicating greater 
independence.
The NEADL is concurrently valid with other measures of ADL and has no 
floor or ceiling affects, performing better than the Barthel Index and the Frenchay 
Activities Index (Sarker, Rudd, Douiri & Wolfe, 2012). It is also a reliable measure 
of ADL and quality of life when administered via telephone (Lin, Kerse, McLean &
Moyes, 2010).
Telephone Interview of Cognitive Status (TICS). The TICS (Brandt et al.,
1988; see Appendix 6) is an examiner-administered measure of cognitive 
functioning, which can be administered via telephone. The TICS consists of 11 items 
including word list memory, orientation, attention, repetition and conceptual 
knowledge. It has high reliability and validity (Brandt et al., 1988; Welsh, Breitner & 
Magruder-Habib, 1993) and there is evidence that it is also reliable for use with those
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with visual or physical difficulties (Welsh et ah, 1993). The cut-off used is that 
recommended by the test developers, with scores of or below 20 (out of 41) 
indicating moderate to severe impairment.
Background Information Form. This questionnaire (see Appendix 7) was 
designed for the purposes of this study and completed by each participant during the 
initial screening process. This included questions about each participant such as date 
of birth, gender, date and symptoms of stroke, ethnicity, major diagnoses, current 
medication and history of psychological therapy.
Experience of Relaxation Training Form. This questionnaire (see 
Appendix 8) was designed for the purposes of this study and completed by each 
participant following completion of the relaxation training. This aimed to sample 
subjective experiences of using the relaxation training. This included questions about 
how regularly they completed the training, their positive and negative experiences of 
the training and whether they planned to continue using the relaxation training.
Ethical approval
Ethical approval was granted by the Faculty of Arts and Human Sciences at 
the University of Surrey (see Appendix 9). Written consent was obtained from the 
participants before screening. The information sheet for participants (Appendix 10) 
and the consent form (Appendix 11) discussed the requirements of the study and 
their right to withdraw at any time. It also highlighted that all participants would be 
given the intervention, but that half would be placed on a three-month waiting list 
before receiving it.
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Procedure
An outline of the procedure is shown in Figure 1. All participants who had 
returned the consent form were telephoned, to screen for the inclusion and exclusion 
criteria. This screening included an assessment of mood (HADS), functional ability 
(NEADL) and cognitive ability (TICS), as well as personal history (Background 
Information Form). This telephone interview lasted approximately 30 minutes.
If participants met the inclusion criteria they were invited to participate. 
Participants were then randomly assigned into one of two groups (intervention or 
waiting list control), according to a random number generator.
Participants in the intervention group were sent the CD containing relaxation 
training, a one-month calendar and a letter containing guidelines for the use of the 
relaxation training (Appendix 12). This instructed them to listen to and practise the 
techniques at least five times a week for at least one month. They were asked to 
record how often they practised on the calendar included.
There were informed that they would receive four further monthly calls at a 
mutually convenient time, to re-administer the HADS. These follow-up telephone 
calls lasted approximately 10 minutes. After one month those in the intervention 
group were also asked questions about their use and experience of relaxation training 
in the past month, from the Experience of Relaxation Training Form.
Following screening, participants in the waiting list control group were 
informed that they would receive the CD after three months, and that they would 
receive telephone calls at monthly intervals for four months to re-administer the 
HADS. Therefore, waiting list control participants completed the HADS at monthly 
intervals while they were on the waiting list and after using the CD for one month.
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After three months participants in the waiting list control group were sent the CD 
containing relaxation training, a one-month calendar and the letter containing 
guidelines for the use of the relaxation training. One month after participants in the 
waiting list control group received the CD the Experience of Relaxation Training 
Form was also completed. All participants were instructed to contact the researcher if 
they had any concerns or questions during the study.
Maj or Research Proj ect 148
I
I
&
Î
.1KQ)E
0
1
fc,
M »
Major Research Project 149
Analysis
All data analyses were carried out using SPSS Version 20.0 (IBM Corp., 
2011). The planned data collection was incomplete at the time of analysis due to time 
constraints; data were available from screening and one month follow up for all 
participants (N = 20), and from all but one participant at two month follow up, due to 
the withdrawal of this participant from further follow up. Data analyses were 
therefore limited to this data set.
The data were first analysed to yield descriptive statistics for the sample and 
its sub-groups. Participant characteristics within each group were described, using 
mean, standard deviation (SD) and range for continuous data, or frequency for 
nominal and ordinal data. Change in anxiety and depression scores were calculated 
for each participant for one and two month follow up, by subtracting the follow up 
score from the screening score; positive numbers indicate a reduction in the symptom 
being measured (such as anxiety).
Given the small sample size a conservative analysis approach was adopted, 
using non-parametric statistics (Field, 2009). This was used to avoid the assumptions 
within parametric analysis concerning the use of variables with a normal distribution. 
An independent samples Maim-Whitney U was used to investigate whether any 
differences existed between the two groups with regard to changes in anxiety and 
depression. Effect sizes were also calculated (Field, 2009). Relationships between 
variables were explored using Kendall’s Tau two-sided correlation analysis for 
continuous data and independent samples Mann-Whitney U tests for nominal and 
ordinal data.
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All analyses conducted were intention-to-treat analyses (Fisher et al., 1990); 
meaning that all participants who had completed the relevant questionnaires at each 
time point were included in the analysis for their randomly assigned group 
(intervention or waiting list control), regardless of whether they reported having 
completed the relaxation training as directed. This approach was chosen as it is 
thought to facilitate a conservative analysis of the data and is ecologically valid 
(Gupta, 2011).
A smaller subsample (N  = 7) from the waiting list control group had 
completed the study, meaning they had also received the relaxation training after 
three months and the follow up one month later. Given the small number, these data 
were not analysed inferentially, though descriptive statistics have been given. Their 
responses to questions about their experience of using the relaxation training have 
been reported with those of the intervention group.
Comments made by participants about their experiences of using the 
relaxation training were recorded verbatim and transcribed (see Appendix 13). Given 
the limited number and length of comments, it was not considered appropriate to 
conduct any form of qualitative analysis concerning these.
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Results
Participant characteristics
The participants in the study (# =  20) were aged between 49 and 82 years old 
(mean 65.1 years; SD = 8.201) and 11 were male and 9 were female (55% and 45% 
of the total sample respectively). All participants identified themselves as White 
British. With regard to functional ability, NEADL scores ranged between 4 and 22 
out of 22 (mean = 15.05; SD = 5.844). On the TICS, a measure of cognitive ability, 
scores ranged between 23 and 36 out of 41 (mean = 30.5; SD = 3.706). Half of the 
participants were currently taking psychiatric medication and half had also 
previously received some form of psychological support. This participant 
characteristic information was also plotted graphically (see Appendix 14) to provide 
information about the distribution of the data.
Participants were randomly assigned into either the intervention group or 
waiting list control group. Table 1 shows the participant characteristics for each 
group. Box plots for each were also plotted (see Appendix 15).
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Anxiety
The mean, standard deviation and range of the anxiety subscale score on the 
HADS (HADS-A) were calculated for each group at screening, month 1 and month 
2. Mean and standard deviation is shown in Figure 2, below; for a table of this data 
see Appendix 16.
Figure 2: Bar graph showing the mean and standard deviation o f HADS-A at 
screening, one month and two months, for the intervention and waiting list control
groups
I
20
15
10
I  I  Intervention
I— I Waiting List Control
s
Time
All participants in both groups were in the clinical population for anxiety at 
screening (i.e. HADS-A score > 6), as this was part of the inclusion criteria. By one 
month 30% (3/10) and by two months 44% (4/9) of the intervention group were no 
longer in the clinical population. This compared to none in the non-clinical 
population in the waiting list group at either month one or two.
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Change in anxiety
After one month participants who had received the relaxation training were 
significantly more likely to report reduced anxiety {Median = 3.0, range 1 -  7), 
compared to those who had not received the training {Median = 0.0, range -4 -  4); 
Ü7= 10.0, z = -3.048,/? = 0.002, r = -0.682; see Figure 3.
Figure 3: Independent Samples Mann-Whitney U for change in HADS-A between 
screening and one month, hetw’een the intervention and waiting list control groups
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The same pattern was found at month two (intervention Median = 3.0, range 
0 -  10; waiting list control Median = -0.5, range -6 -  2); U = 5.000, z = -3.307,/? < 
0.001, r = -0.759; see Figure 4.
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Figure 4: Independent Samples Mann-Whitney U for change in HADS-A between
screening and two months, between the intervention and waiting list control groups
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Of those from the waiting list control group who had completed the training 
{N = 7), five had improved (reduction in HADS-A range 2 - 5 )  and two remained the 
same one month after receiving the relaxation training. All remained within the 
clinical population for anxiety.
Depression
Descriptive statistics (mean, standard deviation and range) of the depression 
subscale score on the HADS (HADS-D) were calculated for each group at screening, 
one month and two months. This information is shown in Figure 5 (a table of this 
data can be found in Appendix 16).
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Figure 5; Bar graph showing the mean and standard deviation o f HADS-D at
screening, one month and fwo months, for the intervention and waiting list control
groups
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At screening 50% (5/10) of the intervention group were not in the clinical 
population for depression (i.e. HADS-D score < 7), compared to 30% (3/10) in the 
waiting list control group. By one month, 60% (6/10) of the intervention group were 
no longer in the clinical population, compared to 50% (5/10) in the waiting list 
control group. By two months, 78% (7/9) of the intervention group were no longer in 
the clinical population, whilst 50% (5/10) of the waiting list control group remained 
in the non-clinical population.
Change in depression
No significant difference was found between the groups in relation to change 
in depression at one month (intervention Median = 1.0, range -4 -  8; waiting list
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control Median = 0, range -6 -  4); 38.5, z = -0.882, p  = 0.393, r = - 0.197. This
is shown in Figure 6.
Figure 6: Independent Samples Mann-Whitney U for change in HADS-D bet\\>een 
screening and one month, between the intervention and waiting list control groups
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Similarly, no significant difference was found between the groups in relation 
to change in depression at two months (intervention Median = 1.0, range 0 - 1 2 ;  
waiting list control Median = 0, range -4 -  5); f / = 32.0, z = -1.077, p  = 0.315, 
r = -0.247; see Figure 7.
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Figure 7: Independent Samples Mann-Whitney U for change in HADS-D betM^een
screening and two months, between the intervention and waiting list control groups
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Seven participants from the waiting list control group had completed the 
training for one month. Of these, two (29%) improved (range 1 - 5), four (57%) 
stayed the same and one (14%) got worse (HADS-D score increased by 1) at follow 
up. The number of participants in the clinieal population for depression increased 
from three to four in that time.
Practice frequency and continuing relaxation training
Seventeen participants had received and eompleted at least one month of 
relaxation training at the time of analysis (intervention group A = 10; waiting list 
control group A =  7). Of these 12 (71%) reported having used the CD as directed, at 
least five times per week. One (6%) had listened to the CD between once and four 
times per week. The remaining four participants (24%) listened to the CD less than 
once a week over the course of the month.
Of those 17 participants, who had completed the relaxation training, 15 
(88%) reported that they planned to continue using it.
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Comments about relaxation training
Appendix 13 contains a transcript of all comments made (A = 17). The 
comments were generally positive, with 14 (82%) people making at least one 
positive remark about their experience of using the training. Positive comments 
generally focussed upon the feeling of relaxation and four reported having fallen 
asleep whilst listening to it.
One participant reported that the training made their “eyes feel funny”; no 
other adverse events were described. Another reported that they “couldn’t get [their] 
head around it” and another had been unable to find time to listen to the CD.
Several commented about the style or delivery of the training; some felt it 
was the wrong speed or length. Two made comments about being unable to do all of 
the exercises because of a physical impairment.
Relationships between variables
An intervention effect was found for anxiety but not depression, although 
previous studies have reported a high co-morbidity between them (Astrom, 1996; 
Shimoda & Robinson, 1998); a correlation analysis was conducted to assess whether 
the two were linked in this sample.
A positive correlation was found between ratings of anxiety and depression 
during screening; those who reported higher anxiety were significantly more likely to 
report higher depression (Kendall’s Tau = 0.395, p = 0.021). This relationship was 
not found at one month (Kendall’s Tau = 0.237, p = 0.166), but was present again at 
two months (Kendall’s Tau = 0.584, p = 0.001).
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Within the intervention group correlation analysis and Mann-Whitney U tests 
were also used to investigate whether other variables (such as age, gender and use of 
psychiatrie medication) moderated any change in anxiety or depression, in order to 
consider who may respond best to the intervention.
A relationship was found between change in anxiety after two months and 
gender; in the intervention group men were significantly more likely to make greater 
improvements than women (Men Median = 6, range 2 - 1 0 ;  Women Median = 1.5, 
range 0 -  3); U= 1.5, z = -2.091,;? = 0.032, r = -0.697; see Figure 8.
Figure 8: Independent Samples Mann-Whitney U for change in HADS-A between 
screening and two months, betw^een men and women in the intervention group
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A significant relationship was also found between current use of medication 
and change in anxiety by two months. Participants not currently taking psychiatric 
medication reported significantly greater reductions in anxiety at two months, 
compared to those taking psychiatric medication (No medication Median = 6, range
2 - 1 0 ;  Medication Median = 1.5, range 0 - 3 ) ;  18.5, z = 2.091,;? = 0.032, r =
0.697; see Figure 9.
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Figure 9: Independent Samples Mann-Whitney U for change in HADS-A between 
screening and two months, between those currently and those not currently taking 
psychiatric medication in the intervention group
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Signifieant correlations were also found between anxiety at screening and 
change in depression at one and two months (Month 1 Kendall’s Tau = 0.659, p = 
0.012; Month 2 Kendall’s Tau = 0.647, p = 0.022), such that those with higher 
anxiety at screening reported a greater reduction in depression at one and two month 
follow up.
No further significant results were found when considering the relationship 
between change in anxiety or depression and participant demographics at screening 
such as time sinee stroke, previous experience of psychological therapy, cognitive 
status or functional ability (see Table 2 for Kendall’s Tau correlation analyses and 
Tables 3 and 4 for independent samples Mann-Whitney U tests).
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Table 2: Analyses from Kendall’s Tau correlations between participant 
characteristics at screening and change in HADS-A and HADS-D at month one and 
month two in the intervention group
Change in HADS-A^ Change in HADS-D'
Month 1 
(N= 10)
Month 2 
(N=9)
Month 1 
(A =  10)
Month 2 
(A=9)
T P T P T P T P
Age -0.236 0.360 -0.366 0.173 -0.303 0.236 -0.389 0.162
Time since stroke -0.141 0.583 -0.197 0.463 -0.023 0.927 -0.090 0.747
HADS-A -0.099 0.709 0.203 0.458 * * * *
HADS-D -0.145 0.580 0.114 0.673 0.262 0.312 0.243 0.387
NEADL' -0.195 0.459 0.059 0.831 -0.386 0.140 -0.375 0.190
TICS^ -0.073 0.781 0.177 0.523 -0.193 0.461 -0.219 0.190
 ^ Hospital Anxiety and Depression Scale -  Anxiety Subscale; Hospital Anxiety and 
Depression Scale -  Depression Subscale; '  Nottingham Extended Activities of Daily Living 
Scale;  ^Telephone Interview of Cognitive Status; * p <0.05 results reported in text
Table 3: Analyses from Mann-Whitney U tests between participant characteristics 
and change in HADS-A at month one and month two in the intervention group
Change in HADS-A^
Month 1 (A= 10) Month 2 (A= 9)
Median MWlf Median MWU
Gender Male 2 10.5 * *
Female 6 z = -0.326
p —O.lbl
Current use of psychiatric Yes 3 D -  12.0 * *
medication No 2 z = -0.106
p = 1.000
History of psychological Yes 1.5 (7 = 21.5 Yes 2 U= 15.0
therapy No 5 z = 1.915 No 5 z = 1.230
p = 0.056 p  = 0.286
 ^Hospital Anxiety and Depression Scale -  Anxiety Subscale; Independent Samples Mann- 
Whitney U test;* p < 0.05 results reported in text
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Table 4: Analyses from Mann-Whitney U tests between participant characteristics 
and change in HADS-D at month one and month two in the intervention group
Change in HADS-D^
Month 1 (A =  10) M onth 2 (A =  9)
Median M W lf Median M W U
Gender Male 3 C /= 8 .0 Male 2 17 = 6.0
Female 0 z =  -0.866 Female 1 z=-1.005
p  - 0.476 p  = 0.413
Current use o f  psychiatric Yes 0 t /  = 16.0 Yes 1 (7 =  14.0
medication N o 3 z =  0.742 N o 2 z = 1.005
p  = 0.548 p  =  0.413
History o f  psychological Y es3 (7 = 1 1 .5 Yes 1.5 77= 10.0
therapy N o 0 z =  -0.212 N o 1 z = 0.000
p  = 0.841 p  = 1.000
Hospital A nxiety and Depression Scale -  Depression Subscale; Independent Samples 
M ann-W hitney U  test
In previous studies a ‘dose effect’ for relaxation training and anxiety has been 
found, such that those 'who are instructed to practise more frequently report a greater 
reduction in anxiety (Manzoni et ah, 2008). An independent samples Mann-Whitney 
U test was used to assess whether a similar pattern was present in this sample. Due to 
the small sample size participants were grouped for this analysis as to whether they 
completed the training as recommended in the first month i.e. five times a week, or 
not. The dose effect for anxiety was not observed within the intervention group at 
one month (Practise as recommended Median = 2, range 1 - 7 ;  Practise below 
recommended Median = 4, range 2 - 6 ;  U = 6.5, z = -0.929, p  = 0.383, r = -0.294). 
However, at month two the ;?-value (p = 0.056) is approaching significance, 
suggesting that those who practised as recommended in the first month may have 
improved more than those who did not (Practise as recommended Median = 5, range 
2 -  10; Practise below recommended Median = 0.5, range 0 -  1; (7 = 14.0, z = 
2.058, = 0.056, r = 0.686).
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Therapist contacts
With regard to the amount of support offered, each participant received 
approximately 50 minutes of telephone support across the three contacts (30 minutes 
for the initial screening, followed by 10 minutes for each follow up). None of the 
participants sought additional telephone contact during the study. In terms of the 
content of the telephone calls, there were differences between the participants. Some 
only completed the HADS and arranged the next telephone contact, whilst others 
described the events of the past weeks and their current difficulties. These reports of 
symptoms and difficulties were responded to with ‘active listening’ (Rogers & 
Parson, 1957). One participant talked at screening and one month follow up about 
her experience of inpatient psychiatric admission and contrasted her current positive 
circumstances with these past difficulties. None of the participants disclosed or 
discussed anything which gave the researcher cause for concern about their welfare 
or the welfare of others.
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Discussion
Anxiety and depression
This pilot study provides preliminary evidence that relaxation training 
delivered in a self-help format may be an effective treatment for post-stroke anxiety 
in a community setting. This adds further weight to previous research suggesting that 
autogenic relaxation training is an effective treatment for anxiety in older people and 
those with other physical health complaints (Stetter & Kupper, 2002; Kanji, White & 
Ernst, 2004). Furthermore, this is in line with evidence regarding the effectiveness of 
self-help techniques for anxiety for individuals living in the community (Jorm et al., 
2004). This study extends the suggested range of effectiveness of autogenic 
relaxation and self-help approaches for anxiety to the stroke survivor population.
It was also hoped that this study might be able to shed light on factors which 
influence responsiveness to this training, potentially allowing the training to be 
targeted at those who are most likely to benefit. However, in this sample few of the 
measures conducted at screening (age, gender, functional ability, cognitive ability) 
consistently correlated with change in anxiety over time. It is possible that due to the 
small sample size there was insufficient power to detect these moderating effects. 
Nevertheless, this would suggest that the effectiveness of the training is not limited 
to a particular population; it supports the idea that the training may be helpful to 
those who have experienced significant physical impairment as a result of the stroke 
as it is an imagination-based exercise, rather than an active one, and may be 
accessible to those with mild cognitive impairment (Kneebone et al., in press).
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Furthermore, no significant link was found between relaxation practise 
frequency and change in anxiety, in contrast to previous studies which have found a 
link between these two (Manzoni et al., 2008) with more frequent practise associated 
with a greater reduction in anxiety. However, at month two there was a trend towards 
significance suggesting those who practised as recommended showed a greater 
reduction in anxiety than those who did not practise as frequently. It is possible that a 
stronger effect was not found due to the small sample being assessed. It might also 
reflect the presence of mediating factors. Psychological factors such as beliefs 
regarding recovery have already been found to play a role in severity of and recovery 
from post-stroke anxiety (Morrison et al., 2000). For example, some participants 
might believe that a treatment must be applied or practised every day to be effective 
and act accordingly, whilst others may follow the training infrequently and only 
when feeling particularly anxious, but still feel the benefit of it at those times.
However, two variables did appear to be linked with change in anxiety after 
two months in the intervention group; gender and use of psychiatric medication. In 
this small subsample, men and those not currently taking psychiatric medication 
appeared to show a greater reduction in anxiety. There is little prior research to 
provide an explanation as to why this may be the case, or why this relationship was 
not present at one month. One possibility is that all participants followed the 
recommendations regarding practise during the first month, whilst only a smaller 
subsection (made up of mostly men and those not currently taking medication) 
continued to use the relaxation training. It is possible that these subgroups are more 
likely to engage with relaxation training in the longer term or more likely to benefit 
from it when they do.
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As might be expected from research regarding the high co-morbidity of 
anxiety and depression following stoke (Astrom, 1996), a positive correlation was 
found between levels of anxiety and depression in this sample. However, change in 
anxiety and depression were not correlated and the positive effect of the relaxation 
training on anxiety was not found with regard to depression. This would seem to go 
against the trend of previous research, which suggests that autogenic relaxation 
training is effective in terms of reducing depression in the general population (Stetter 
& Kupper, 2002; Jorm et al., 2008). The reasons for this discrepancy are unclear. 
When looking at the data there does appear to be a trend towards reduced depression 
following relaxation training, with increasing numbers reporting non-clinical levels 
of depression each month in the intervention group. Meanwhile, the numbers with 
clinical levels of depression remained the same in the waiting list control group 
between one and two month follow up. It is possible that relaxation did have a 
positive impact upon depression but that there was insufficient power to detect this 
difference. It might also be a result of placebo and demand effects; participants were 
told this was an intervention for anxiety. This may have influenced their experience 
of anxiety but not depression.
Feasibility
In terms of the nature of therapist contacts, there were no disclosures which 
were concerning and no requests for additional support. This suggests that monthly 
telephone calls providing ‘active listening’ (Rogers & Parson, 1957) were a 
sufficient level of support. Nevertheless, the potential for disclosures during 
telephone contact that require further referral cannot be ignored and raises the issue
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of training and supervision for the professionals involved. Given that active listening 
is a necessary skill for all health professionals working with stroke survivors (NHS 
Improvement Programme -  Stroke, 2011) it would seem reasonable to suggest that 
this service could be delivered by others (not necessarily a clinical psychologist), if 
supervision and the potential for onward referrals for further support were available.
Another aspect of feasibility is the financial implication of offering the 
treatment. Each CD cost approximately 20 pence to make and posting this to 
participants cost 60 pence each, so the physical resource costs were approximately 
80 pence per participant. In terms of telephone contact time, overheads and 
administration time e.g. for writing notes (estimated at 15 minutes per telephone 
contact), the cost is calculated as £57 per stroke survivor, if delivered by an Assistant 
Psychologist in a stroke service (using economic modelling data from a stroke 
psychology service; NHS Improvement Programme -  Stroke, 2012). This cost 
estimate is in line with that calculated for guided bibliotherapy or a psycho-education 
group for anxiety in the general population (£36-£150 per person; NICE, 2011). By 
comparison a course of medication, including GP consultation, costs £150-£700, and 
a course of individual CBT provided by a clinical psychologist is approximately 
£1,125 (NICE, 2011). The intervention tested here falls within the lower end of the 
range of treatment costs for anxiety.
In summary, the feasibility for this project is good; the contact time with a 
professional was brief and the materials are inexpensive and easy to provide.
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Acceptability
Acceptability relates to whether the intervention is satisfactory as perceived 
by the target audience. Two aspects are relevant here; a discussion of uptake rates, as 
a possible indication of the wider stroke survivor population’s perception, and the 
views of those who received the intervention.
At face value the acceptability of this intervention could seem poor. The low 
sign up rates (as indicated by the small sample) might suggest that stroke survivors 
who experience anxiety do not consider this treatment acceptable. Unfortunately, due 
to the lack of previous similar studies, it is unclear whether this uptake is typical or 
specific to this study; earlier research has been based exclusively in hospital or 
outpatient settings, where stroke survivors are already in contact with the healthcare 
professionals who are recruiting them. Nevertheless even in these studies (Carin- 
Levy et al., 2009; Kneebone et al., in press), populations have been generally modest 
with samples of 14 and 55 respectively. Neither study provided information about 
the number of people offered the treatment, so it is difficult to be clear about uptake 
rates.
The recruitment approach in this study targeted a national stroke survivor 
publication with a circulation of 98,000, as well as 739 stroke survivor support 
groups and their members. Despite this extensive recruitment process very few 
volunteered for this study. Although it is not possible to be certain about the reasons, 
there are a number of hypotheses regarding this limited uptake. At the most basic and 
pragmatic level, it may be that the target population did not receive the relevant 
information about the project; those who are anxious may not attend stroke survivor 
groups or be prepared to acknowledge feelings of anxiety at the group. It may also be
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that the advertisement was not placed in a sufficiently prominent position within the 
magazine.
Another explanation is that potential volunteers were doubtful about the 
research itself, rather than having negative beliefs about the acceptability of the 
specific treatment being offered. They may, for example, have been reluctant to 
commit to monthly telephone calls and regular assessment. It is also possible that the 
nature of a new and untested treatment would make some reluctant to volunteer.
Research shows that older patients are less likely to seek professional 
support, particularly with regard to psychological or emotional difficulties; in one 
study nearly half of the older people with a diagnosed psychiatric disorder did not 
perceive a need for professional help, with the most common barrier being a desire to 
handle problems on their own (Mackenzie, Pagura & Sareen, 2010). Perhaps some 
would perceive an open access self-help treatment as ‘handling the problem on their 
own’ while others would not. How the treatment is made available to people might 
well impact on their perception of its acceptability. Unfortunately, it is not possible 
to extrapolate fi*om the uptake in this small-scale, university-based study about the 
possible uptake of the intervention when offered via a health service provider (e.g.
GP practice, specialist stroke service or mental health service).
Lastly and most specifically in relation to this intervention, it is possible that 
the treatment itself was not perceived as acceptable. Given the nature of this study no 
contact was made with those who did not wish to participate, so there is no data 
regarding their perceptions of the treatment. Studies offering self-help or 
management approaches to other populations of older people with physical health 
problems have identified a number of barriers reported by participants such as time
Maj or Research Proj ect 171
conflicts, concerns about treatment efficacy and the effects of disability (Austrian, 
Kerns & Carrington-Reid, 2005). It is quite possible that similar barriers exist in the 
stroke survivor population.
On the other hand, it is important to consider the acceptability of this 
intervention to those who did receive the CD. It is encouraging that the majority had 
practised it as recommended and planned to continue using the training after 
completing the study. The comments made were also largely positive. Any negative 
comments were largely focussed upon practical aspects of the training (such as its 
length) rather than upon how useful or effective it was. Furthermore, there were low 
drop-out rates across the study, with only two of twenty-one not fully completing the 
training and follow up. In addition, adverse effects were reported by only one 
participant, and did not persist beyond the time spent listening to the training. 
Anecdotally there is also evidence that two participants had actively recommended 
the intervention to friends and shared it with them. A further two participants 
reported that they had adapted their routine and expanded upon the use of relaxation 
training. For example, one described his introduction of a ‘quiet time’ in the middle 
of the day where he would lie down and rest, which he had begun after using the 
relaxation training. Once participants opted in, they appeared to find the intervention 
and delivery method acceptable.
Overall, the poor uptake is in the context of recruitment for a research project 
investigating an untested treatment and may reflect a number of different issues. 
Crucially it would be wrong to assume that this would necessarily reflect the likely 
uptake if this treatment practice was adopted in healthcare settings; stroke survivors
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who experience anxiety may be more likely to engage with the training if it were 
recommended by their GP or stroke service.
Implications
Theoretical implications. The findings in this study suggest that a 
behavioural approach can be helpful when considering anxiety in the stroke survivor 
population. Essentially a programme designed around changing behaviour by 
introducing time spent doing a relaxation exercise which focuses upon a cognitive, 
imagination-based process can have psychological benefits for stroke survivors 
experiencing anxiety. How this works is unclear.
Service design and delivery. The potential for this approach to be effective 
has important implications for service design and delivery. The new National 
Clinical Guideline for Stroke (RCP Intercollegiate Stroke Working Party, 2012) 
advocates a stepped care approach for psychological symptoms after stroke, where 
patients are offered a graduated response according to their level of need. They 
emphasise the importance of screening all stroke survivors and introducing low 
intensity interventions for those identified with a mood disorder. Likewise, the NHS 
Stroke Improvement Programme (2011) has piloted a number of projects nationally, 
based around this principle of service delivery, where those with less severe 
symptoms are offered a less intensive and less intrusive intervention which is not as 
costly to provide. Those who do not respond sufficiently at this level or who present 
with more severe difficulties are offered increasingly more intensive and costly 
support, ranging from medication or therapeutic support through to inpatient care.
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The low intensity, low cost self-help relaxation intervention trialled in this 
study would seem to fit naturally within the lower steps of such a stepped care 
model. It may be feasible to offer this treatment approach to all stroke survivors who 
are identified as experiencing anxiety during the screening process.
This approach also fits well with the Increasing Access to Psychological 
Therapies (lAPT) model in the UK. This adopts a stepped care approach as well, 
offering a range of treatments for patients identified as experiencing mild to 
moderate psychological difficulties (Department of Health, 2011). Delivery models 
include self-help treatments, guided self-help with face-to-face or telephone support 
or group-based interventions. More recently there has been a move towards 
extending the I APT model to include patients with long-term health conditions, 
including stroke (Mental Health Network, 2012). This service design and the 
relaxation training would appear to fit well together.
Considering the poor uptake in this study from a theoretical standpoint may 
also help to inform service design and delivery. It seems possible that stroke impacts 
upon one’s sense of self-efficacy. It can cause a sudden and potentially permanent 
change in functioning, which has significant implications in terms of people’s 
dependence on others (Astrom, 1996) and an increased sense of vulnerability 
(Lander, 2009). Indeed, Strandmark’s (2004) interviews with people experiencing ill 
health or disability found a central theme of ‘powerlessness’. Within Bandura’s 
(1997) theory of perceived self-efficacy, a patient’s belief in their own ability to 
influence their experience (an internal locus of control) has important implications 
for the likelihood of behaviour change. Research has already found a strong 
correlation between increased anxiety and an external locus of control in stroke
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survivors (Morrison et al., 2000). Consequently, it might not be realistic to expect 
individuals to seek out or follow self-help support for anxiety following a stroke. The 
referral mechanisms and level of support for this particular population need to be 
considered very carefully in light of these ideas.
Strengths and Limitations
The main strength of this study is its naturalistic design because the 
intervention and support were provided in a way which has the potential to be 
replicated by health services. Hence, it is possible to comment on the possible 
effectiveness of this approach if offered by a primary care or psychology service.
The use of a control group is another strength, allowing a comparison 
between receiving an intervention and being placed on a waiting list, which is a 
realistic alternative in a psychology service. Furthermore, the use of a control group 
in this study minimises the likelihood that gains are attributable to the impact of any 
therapeutic relationship.
Many previous studies of interventions for post-stroke anxiety have limited or 
absent follow-up. The use of follow-up after an additional month in this study 
provides some information about the longer-term effects of the intervention. It seems 
that this intervention may continue to be effective in the medium term.
Undoubtedly, the key limitation of this study is the small sample size. The 
planned recruitment did not reach the minimum number planned or recommended 
for a pilot study. Obviously, this makes it difficult to draw conclusions with any 
certainty about the effectiveness of the intervention in a larger population.
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Nevertheless, a significant effect 'was found with regard to change in anxiety after 
one and two months, suggesting that the study was sufficiently powered to detect the 
presence of an effect with regards to change in anxiety.
Another coneem is whether the sample was representative. It seems highly 
likely that this sample group was highly motivated and held positive beliefs about the 
effectiveness of a self-help approach, given their willingness to participate. One 
hypothesis is that they held a set of beliefs regarding self-efficacy and the nature of 
anxiety, such that they felt their own actions could change their emotional 
experience. The small sample size makes it difficult to know whether these 
characteristics are common amongst the stroke survivor population who experience 
anxiety, although this seems unlikely. Consequently, it is not known how the results 
of this study might apply to those who are less willing to engage with self-help 
approaches or are less likely to actively seek help for anxiety.
Obviously it is not possible to blind-test self-help approaches. Participants 
will know if they received the CD and are practising it. Therefore the study is open 
to the possible confounding influences of placebo and demand effects. Participants 
receiving the intervention would have been aware that the treatment is intended to 
reduce anxiety and may report a change in anxiety simply because of this. It might 
have been helpful to offer alternative interventions to additional control groups to 
allow the comparison of different treatments.
This study also gathered only limited evidence about the use and experience 
of the relaxation training. Previous studies on autogenic relaxation have also failed to 
gather this type of evidence. This makes it difficult to draw conclusions about 
exactly how the training is being used. For example, the study did not ascertain
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exactly what people experience as helpful about the training. Similarly, it is not 
known how people experienced the monthly follow-ups and whether this in itself 
was considered helpful.
This study aimed to collect data for a further two months, but it was not 
possible to analyse this at this stage. The follow up information currently available is 
therefore limited and it is not possible to say what the longer-term impact over the 
course of several months will be.
Future research
Future research needs to focus on assessing self-help relaxation techniques 
for anxiety after stroke in a far larger sample, to determine whether the positive 
outcomes achieved are robust. This may well need to consider the setting and method 
for recruitment in order to gain a sufficiently large sample. Perhaps it will be 
necessary to consider recruitment through outpatient stroke clinics, GP surgeries and 
stroke rehabilitation services. Longer-term follow up and direct comparisons to other 
psychological and pharmaceutical interventions will also need to be carried out, to 
establish the relative efficacy of this treatment in isolation or in combination with 
others. Evaluation in a larger sample may also help to determine who might benefit 
from which treatment. These studies might include a detailed look at possible factors 
mediating responsiveness to treatment in a sample large enough to detect smaller 
effects and to investigate whether men and those not currently taking psychiatric 
medication do benefit more in the longer term. Investigation of the usefulness of
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relaxation training in treating depression after stroke is also warranted, given 
previous findings suggesting that it may be effective.
It may well be that this study has identified a difficulty in supporting this 
patient group, namely issues around help-seeking. The acceptability of self-help 
relaxation and possible barriers to seeking or accepting support for post-stroke 
anxiety are both key areas for future research. How psychological services engage 
with stroke survivors needs to be considered. Other recruitment methods (via 
primary care settings or as part of preventive approaches for all those discharged 
from acute and rehabilitation settings) might be possibilities in reaching a wider 
audience.
It will also be important to begin assessing different forms of relaxation and 
different methods of delivery. For example, bibliotherapy, videos and computers 
have all been used to deliver self-help techniques for anxiety in other populations 
(Cuijpers & Schuurmans, 2007). It also seems worth offering this intervention in a 
group setting, as there is evidence that this can be equally effective (Stetter &
Kupper, 2002; Manzoni et al., 2008), as well as being acceptable to stroke survivors 
(Kneebone et ah, in press). Indeed, it may have greater positive effects for some 
given the added benefit of social contact.
Future research will also need to investigate how ‘guided’ the self-help needs 
to be. There is evidence that providing no support at all reduces the effectiveness of 
the intervention (Hirai & Clum, 2006), but there is no research evaluating what the 
optimal level of support is. Neither is it clear what level of professional expertise is 
required to maintain effectiveness. A direct comparison has not been made, but one 
study in other patient groups found that those coached by students or student nurses 
showed similar gains to those supported by more experienced mental health
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professionals (Gega, Norman & Marks, 2007). This suggests that experience may not 
be a decisive factor. This will need to be considered with regards to the stroke 
survivor population and stroke psychology services.
Given that there are very wide ranging symptoms of stroke, as well as two 
potentially different forms of post-stroke anxiety (Leppavouri et al., 2003), it will be 
worth investigating whether different forms of treatment are more or less effective in 
these different subpopulations.
It will also be valuable to seek qualitative information alongside quantitative 
evaluations of effectiveness of any self-help interventions. Gaining a deeper 
understanding of stroke survivors’ experiences of the treatment will provide essential 
information to further evaluate issues of acceptability and develop these approaches 
in line with stroke survivors’ ideas and expectations i.e. whether a CD format is most 
appropriate, how long the training should be and the type of support preferred (by 
telephone, in person or in a group).
Conclusions
Preliminary evidence suggests that autogenic relaxation training to treat 
anxiety after stroke is effective in the community when delivered in a self-help CD 
format, with those who are willing to engage in a self-help approach. There is no 
evidence at present that this intervention has a significant impact upon depression. It 
is perhaps worrying that the uptake was so limited, making the sample size small. 
The reasons for this are not clear and probably reflect a number of issues. Even so, 
the intervention is promising and could feasibly be offered as part of a stepped care
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approach, but this finding requires further investigation in a far larger and more 
representative sample.
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Appendix 1: Details of literature search
A literature search was conducted regarding anxiety after stroke and possible 
treatment approaches, using the online databases PubMed (1948-2013) and 
PsychlNFO (1806-2013). Table 5 below shows the search terms used, the total 
number of results for each database and the number of results selected as being 
potentially relevant.
Table 5: Details o f  search terms used and papers found using PubMed and Psychlnfo
Search terms used: Database results 
(selected papers/total results)
PubMed PsychlNFO
Stroke, Anxiety, Treatment 54/651 18/193
Stroke, Anxiety, Intervention 19/107 11/69
Stroke, Anxiety, Relaxation 3/10 3/4
Stroke, Autogenic, Relaxation 0/0 0/0
Anxiety, Autogenic, Relaxation, Review 5/21 0/0
Anxiety, Autogenic, Relaxation, Elderly 3/14 2/12
Self-help, Anxiety, Relaxation 3/37 5/43
Total 87/840 39/321
This yielded a total of 1161 papers. At this stage articles were selected as relevant if 
they related to work with stroke patients, the elderly or those with long-term physical 
health problems, or made reference to an intervention or treatment. Articles were 
excluded if they were printed in languages other than English.
Based upon these criteria 97 papers (once duplicates were deleted) were considered 
in a further more detailed review of abstracts, and where required, a full-text review 
was carried out. Fifty-five papers were selected for inclusion; 7 related to the 
treatment of post-stroke anxiety, 13 to post-stroke anxiety more generally, 25 to 
stroke and 10 to relaxation techniques. The remainder were excluded at this second 
stage, based upon the inclusion and exclusion criteria already mentioned. Articles 
which duplicated previous work and yielded similar findings have not been discussed 
for the sake of brevity.
Additional papers, guidelines and policy documents were found through a review of 
reference lists of key papers and contact with an expert in psychological 
rehabilitation after stroke (Professor Ian Kneebone).
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Appendix 2: Recruitment advertisement placed in Stroke News publication
Self-help techniques for anxiety
I’m researching whether self-help techniques for anxiety are effective after a stroke. I 
am interested in hearing from anyone who has had a stroke who experiences worry 
or anxiety.
You would need to be able to answer questions about yourself over the telephone 
once a month for four months and follow self-help techniques from a free CD for a 
month.
Please contact me on 07504 685463 or at k.golding@surrey.ac.uk to register your 
interest or discuss the study further.
Katherine Golding, Trainee Clinical Psychologist, University of Surrey
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Appendix 3: Relaxation training script from Winkler et al. (1982)
Slowly and calmly repeat the following statements to yourself and allow the process 
of relaxation to happen: “I am relaxed ... I am at peace ... I am quiet .... I am 
relaxed and calm” (repeated twice).
Your respiration is your first focus. Observe your breathing and repeat the following 
phrase: “My breathing is calm and regular”. Repeat this two or three times and then 
observe your body breathing.
Now turn your attention to your heart. Try to be aware of your heart beat and say 
“My heart beat is calm and regular .. My heart beat is calm and regular ... My heart 
beat is calm and regular.” Focus on your heart beat as you repeat this and then 
quietly sit and focus on your heart beat.
Next, focus your passive attention on whichever of your arms is most active and 
repeat the following “My right/left arm is heavy (three to four times) ... my entire 
right/left arm and hand and fingers are very heavy and limp and relaxed (three to 
four times)”.
Now shift your attention to the other arm and repeat the phrases.
In this manner continue to turn your attention to your legs and your entire body.
Once the body has begun to feel heavy due to relaxation turn your attention to your 
head and say: “I feel this warmth flowing like golden honey through my face, around 
my eyes, nose, mouth and jaw. My face feels warm and comfortable, and relaxed ... 
This warmth flows down my neck ... to my shoulders ... into my chest and back ... 
to my abdomen ... my abdomen feels wamr and comfortable ... flows down to my 
waist and through my pelvic region ... to my thighs ... to my knees ... down to my 
calves ... to my feet ... my feet feel warm and relaxed ... and out through my toes 
... my whole body feels warm, and relaxed and comfortable.”
Lastly induce a sensation of coolness in the forehead by repeating the phrase “My 
forehead is cool and refreshed .. my forehead feels cool and refreshed ... my 
forehead feels cool and refreshed.” Try to imagine a gentle breeze refreshing and 
invigorating you.
At this point you may continue alone for a few minutes enjoying the feelings and 
sensations of relaxation.
When you are ready to return to your activities simply begin to breath deeper and 
deeper and repeat the phrase “When I open my eyes I will be fresh and alert, totally 
relaxed and refreshed and ready to continue with my day”. Repeat this two or three 
times as you breath deeply. Take a great stretch and open your eyes when you are 
ready.
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MATERIAL REDACTED AT REQUEST OF UNIVERSITY
Appendix 7: Background Information Form
Background Information Form
Name: Gender: Male/Female
D.O.B.: Ethnicity:
Marital status: Married/Widowed/Single/Partner/Separated
Living Circumstances: Living alone/Living with partner/Living with family
Occupation/previous occupation:
Level of education:
Type and date of stroke(s) (if known):
Other major diagnoses (including history of anxiety or depression in 5 years prior to 
stroke):
Current/previous psychological therapy:
Current medication:
Current anxiety management strategies:
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Appendix 8: Experience of Relaxation Training Form
Experience of Relaxation Training Form
How regularly did you complete the relaxation training?
Daily 3-6 times/week 1-2 times/week Less than once a week
If less than required, why?
What was good about the training?
What didn’t you like about the training?
Would you use this relaxation training in the future? If yes, why? If not, why?
Maj or Research Proj ect 212
Appendix 9: University of Surrey FAHS Ethics Approval Notification
UNIVERSITY OF
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Katherine Golding 
Trainee Clinical Psychologist 
School of Psychology 
University of Surrey
Faculty o f
Arts and  Human Sciences
F a c u lty  O ff ic e  
A D  B u ild in g
G uildford , Surrey  GU2 7XH UK
T: +44(0 )1483  689445 
F: +44(0 )1483  689550
w w w .surrey.ac.uk
18"'May 2012 
Dear Katherine 
Reference: 759-PSY-12 RS
Title of Project: Relaxation training for post-stroke anxiety 
Thank you for your re-submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has now given a favourable 
ethical opinion.
If there are any significant changes to your proposal which require further scrutiny, please 
contact the Faculty Ethics Committee before proceeding with your Project.
Yours sincerely
Dr Adrian Coyle 
Chair
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Appendix 10: Participant Information sheet
Information Sheet 
SELF-HELP TECHNIQUES FOR POST-STROKE ANXIETY
Introduction
My name is Katherine Golding and I am a trainee clinical psychologist, training at 
the University of Surrey, based in Guildford. As part of my training I am carrying 
out a piece of research into anxiety and stroke.
What is the study about?
I am researching the effect of self-help techniques on anxiety after stroke and I 
would be grateftil if you would help me with this by taking part in my study.
Feeling anxious or worried is common after stroke. People frequently report 
concerns about having another stroke or TIA (transient ischaemic attack or ‘mini­
stroke’), not being able to communicate in an emergency, being unable to drive and 
falling. Some feelings of anxiety and worry are normal and healthy, however for 
some people these worries, and the physical sensations associated with them, impact 
on their day-to-day life and can feel overwhelming.
At the moment anxiety after having a stroke is usually treated with medication or a 
course of psychotherapy. Understandably some people are worried about the side- 
effects of medication and don’t want to take it, and may find it difficult to access 
psychotherapy. Researchers are therefore looking at ways of helping people to cope 
with their worries and feelings of anxiety by themselves, using various self-help 
strategies.
We are conducting a study to test whether self-help techniques done at home using a 
CD reduces feelings of worry and anxiety in people with stroke. I am interested in 
people who have had a stroke, of any age and gender, who experience feelings of 
worry or anxiety, and who would be able to answer questions about themselves over 
the telephone for four months and follow self-help techniques from a CD for a 
month.
Do I have to take part?
No, taking part in this study is entirely up to you. To help you decide whether or not 
to take part in the research you can talk it over with friends, family, colleagues, 
health professionals and so on. You can also contact me for further information and 
I am happy to answer any queries. My contact details are at the end of this 
information sheet
Even if you agree to take part, you can choose not to answer any of the questions or 
you can withdraw from the study at any time without giving a reason.
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Whether or not you decide to take part in this research, your decision will have no 
effect on any other care or treatment you are receiving.
What will I have to do?
You will be asked to go through several questionnaires, over the telephone, about 
yourself, your current health and your feelings of worry, which should take about 45 
minutes. I may then ask you to take part in the study.
Those who agree to take part will be randomly divided into two groups. One group 
will be sent a CD containing a self-help exercise, which is about 20 minutes long, 
and I will ask them to practise this exercise five times a week for one month. The 
other group will be sent the self-help training CD after three months and asked to 
practise the exercise five times a week for one month. During the course of the study 
I will ring you each month for four months to go through a short questionnaire about 
your feelings of worry. This should take no longer than 15 minutes.
At the end of the study I will ring you to go through the questionnaire about your 
feelings of worry and to ask you about your experience of doing the self-help 
exercise. This should take about 20 minutes. I will also discuss with you whether you 
would be prepared to go through the questionnaire again at a later date (up to a year 
later). If you agree, I or my supervisor will call after an agreed period of time; the 
questionnaire should take no longer than 15 minutes.
How do I agree to take part?
You will be asked to sign a Consent Form, to say that you have understood what the 
research is all about and that you have had the chance to ask me any questions first. 
The Consent Form also says that all information about you is kept confidential in 
accordance with the Data Protection Act 1998.
Does what I sav get shared with anvone else?
The information you give me will remain confidential and will only be seen by 
myself and my supervisors. Your name and all personal details about you will be 
kept anonymous in the study. This includes any information about where you live, 
your real name, your age, gender, ethnicity, religion, etc. -  or any other information 
that would identify you personally.
Research is always supervised by someone senior to me, so my research supervisors 
may have access to the information about you during the research study. As 
supervision is to help me ensure I am conducting the research properly and according 
to ethical guidelines, your real name would not be used during these sessions and I 
would use a fictitious name to identify you. My supervisor’s name and contact 
details are at the end.
No other clinical professionals involved in your care, or your family’s care, will have 
access to the information you give me during the research. If you wish your GP to 
know the results of your participation in this study you can indicate this on the 
consent form. You may also wish to discuss this study with your GP before agreeing 
to participate.
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All information gathered during this research study will be stored securely in a 
locked filing cabinet at the University of Surrey, in accordance with the Data 
Protection Act 1998 and will be destroyed after ten years.
What happens when the research study is completed?
Research takes time, often years, to complete. By then you may even have forgotten 
about it! But my supervisors and I will be seeking to publish the findings of the 
research. Sometimes we also present our research findings at meetings. Again, all 
personal details about you will be kept confidential (your real name, your age, 
gender, where you live, etc.) and no-one will be able to identify who you are.
Reports of research are often published in academic journals, which the general 
public don’t tend to see. I can send you a copy of the final research study or a 
summary if you would like, plus copies of any articles in which the research is 
published. I will ask all participants at the end of the study if they would like copies 
of the research or you are welcome to contact me after the study to request this 
research. This piece of research will be completed in October 2013.
What are the benefits of taking part?
The research provides an opportunity for you to try out a self-help exercise and see if 
it has any effect on your worries and feelings of anxiety.
Changes to health services are based on the findings of research studies. It is only by 
researching real people and real issues, that can we discover what’s working and 
what needs improving. Your input to this research into anxiety after stroke is 
therefore greatly appreciated. While you may not see any immediate change or 
benefit to yourself or your family, you will be contributing to a potentially useful 
piece of research that may improve the health treatment and services for others in the 
future.
Are there any downsides to taking part?
You may find doing the exercises difficult or time-consuming, not helpful, or in rare 
cases uncomfortable. If you have any concerns you can contact me or my supervisors 
to discuss these, and you may decide not to carry on with the study. You may also 
find some of the questions quite personal. If you find a question too personal or 
upsetting in any way, you don’t have to answer it. We can also take a break at any 
time during the questions or decide not to carry on with them. Many people find 
talking about their experience of worry and anxiety helpful, but others may find it 
brings up upsetting feelings or memories. If this happens and you would like some 
support, then I can discuss this with you afterwards or you can contact the Stroke 
Association, or you may wish to talk to your GP about it.
What if there is a problem?
If you have any concerns about the study or any aspect of the way you have been 
treated during the course of the research study, then you can contact one of my 
supervisors. Their names are Dr Ian Kneebone, and Professor Chris Fife-Schaw, or 
an independent person at the University (Dr Clara Strauss). All the contact details 
are at the end.
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Has the research been approved by any committee?
This study has received a favourable ethical opinion from the ethics committee of the 
Faculty of Arts and Human Sciences at the University of Surrey.
I hope I have answered all of your questions about the research study, but please feel 
to ask me anything else that I have not covered. My contact details and those of my 
supervisors are below.
Thank you for taking the time to consider participating in this study.
I  lookforward to hearing from you.
Research being conducted by:
Name: Katherine Golding, Trainee Clinical Psychologist
Address: Department of Clinical Psychology, University of Surrey, Guildford,
GU2 7XH 
Email: k.golding@surrey.ac.uk
Phone: 07504 685463
Supervised by:
Name: Dr Ian Kneebone, Consultant Clinical Psychologist
Address: Haslemere Hospital, Church Lane, Haslemere, Surrey, GU27 2BJ
Email: i.kneebone@.nhs.net
Phone: 01483 782360
Name: Professor Chris Fife-Schaw, Head of Psychology Department
Address: Department of Psychology, University of Surrey, Guildford, GU2
7XH
Email: C.Fife-Schaw@surrev.ac.uk
Phone: 01483 686873
Independent person:
Name: Dr Clara Strauss, Clinical Psychology Research Tutor
Address: Department of Clinical Psychology, University of Surrey, Guildford,
GU2 7XH 
Email: C.Strauss@surrey.ac.uk
Phone: 01483 68 9441
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Appendix 11: Participant Consent Form ^  UNIVERSITY OF
# SURREY
Consent Form for people taking part in the research study;
‘Self-help techniques for post-stroke anxiety’
Name of Researcher Katherine Golding, Trainee Clinical Psychologist
Contact details Department of Clinical Psychology, University of Surrey,
Guildford, GU2 7XH 
k.goIding@surrey.ac.uk 
07504 685463
• I agree to take part in the research project ‘Self-help techniques for post-stroke anxiety’.
• I have read and understood the Information Sheet.
• I understand that my decision to take part in this project is entirely voluntary. I 
understand that whether I decide to take part in the research or not will have no effect on 
any support I may be receiving from the Stroke Association or the NHS.
• I have been given information by the researcher about what the project is about, where 
and why it is being done, and how long it is likely to take.
• I have been given the opportunity to ask the researcher questions about any part of the 
project and have understood the answers to all of the questions I have asked.
• I have been given information by the researcher of what I will be expected to do. I have 
been told about any possible emotional distress that taking part in the research may cause 
me, and have been offered support should this happen.
• I understand that all personal data is held and processed in the strictest confidence, and 
in accordance with the Data Protection Act (1998). I have been informed that 
questionnaires will have any personally identifiable information omitted and/or removed 
to ensure anonymity.
• I understand that I can change my mind about participating in the study at any time (up
to the point that the research is submitted for assessment) and I don’t have to give a
reason for wanting to do this.
Name of participant:
Signed: Date:
Name of researcher:
Signed: Date:
□ Tick here and provide the name and address of your GP onlv if vou would like them to
receive the results of vour participation in this studv
Name................................... Address................................................................................
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Appendix 12: Instructions regarding use of relaxation CD
UNIVERSITY OF
SURREY
Department of Clinical Psychology 
University of Surrey 
Guildford 
Surrey 
GU2 7XH
Tel: 07504 685463
Email: k.golding@surrey.ac.uk
Dear
SELF-HELP TECHNIQUES FOR POST-STROKE ANXIETY
Please find enclosed the self-help CD; it is recommended that you listen to this CD 
at least five times per week for one month. I also ask that you keep a record of how 
often you listen to the CD and have included a diary sheet for this purpose.
As we agreed I will telephone you again to complete a questionnaire about your 
mood and anxiety, and about your experience of using the CD, on (DATE).
If you have any questions or concerns, please do not hesitate to contact me.
Yours sincerely.
Katherine Golding
Trainee Clinical Psychologist 
University of Surrey
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Appendix 13: Transcript of comments made regarding relaxation training
1. The first few times I didn’t get very mueh out of it, but I’m feeling calmer now. It 
was the voiee not the content, and it made me stop. I’m learning to relax and now I 
lie down each day and include calm things whenever I can. I found the breathing 
exercises were the wrong speed for me though.
2. I found it very relaxing, but I still find it difficult to relax my left hand side because 
my left arm doesn’t work.
3. It gives me a period when I get thoroughly relaxed, although the instructions need to 
be slowed down.
4. It helps me when I’m wound up. I liked the second part the best, where I clench my 
hands; it really relaxes me more. I didn’t like the first part and I wanted longer at the 
end, perhaps with music.
5. I was so relaxed I fell asleep in my chair. I found the tapes extremely helpful. I 
found I couldn’t do all the exercises because of my disability.
6. I find it excellent. I thought the voice was lovely, but it was too long
7. I only used it once. My eyes felt funny and I decided not to carry on.
I thought it was very good, especially the deep breathing. I really liked the section on 
spreading warmth. But I found it repetitive and I could do it in my own head.
I found it easy to do and it was really good. I have nearly fallen asleep. It is difficult 
to find time to do the training though.
10. I thought it was useful and different to other approaches. It made sure I wasn’t over­
doing it. Often I fell asleep which is very strange, it shows it really worked because I 
couldn’t get to the end.
11. I did all the exercises and the CD is very good. I found it very relaxing; sometimes I 
didn’t hear the end as I’d fallen asleep. I liked the fact you could do it in your own 
time and in your own home. I think it keeps you active and I wouldn’t change 
anything about it.
12. I only practised it once as I have to concentrate on my rehabilitation after cardiac 
surgery. I liked the idea though and it did remind me to relax. I thought the CD was 
a bit slow and too similar to the relaxation I do for my cardiac rehabilitation.
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13,1 liked the soothing voice and the advice. It wasn’t complicated, there were no long 
words or things like that, it’s easy to follow and you can understand it and so forth. I 
will let the person who runs our stroke group have a couple of copies, to pass it on.
14. I couldn’t get my head around it with the way I am. I don’t know really.
15. I liked the disc. I think the bits about arms help me to move my arms by imagining 
it.
16. I wasn’t able to find time to listen to the CD due to the death of my mother-in-law.
17. It takes your mind away. I actually fell asleep the first few times I listened to it so it 
must have really relaxed me. I tend to say the words out loud as I go along.
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Appendix 14: Histograms depicting participant screening data
Abbreviations: NEADL -  Nottingham Extended Activity of Daily Living Scale 
TICS -  Telephone Interview of Cognitive Status 
HADS-A -  Hospital Anxiety and Depression Scale -  Anxiety 
HADS-D -  Hospital Anxiety and Depression Scale -  Depression
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Appendix 15: Box plots showing group comparisons for screening data
Abbreviations: N EA D L -  Nottingham Extended Activity o f  D aily Eiving Scale 
TICS -  Telephone Interview o f  Cognitive Status 
H A D S-A  -  Hospital Anxiety and Depression Scale -  Anxiety  
H A D S-D  -  Hospital Anxiety and Depression Scale -  Depression
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Appendix 16: Tables showing mean, standard deviation (SD) and range of 
HADS-A and HADS-D for each group at screening, one month and two months
Table 6: HADS-A^ at screening, one month and two months, fo r the intervention and 
waiting list control groups
Intervention  ^ Waiting list control (A = 10)
Mean SD Range Mean SD Range
Screening 10.90 3.446 7-19 10.50 3.504 6-16
Month 1 7.40 4.502 3-18 10.60 3.893 7-20
Month 2 7.00 4.664 2-17 11.40 3.893 6-17
 ^Hospital Anxiety and Depression Scale -  Anxiety; 
screening and month 1; # =  9 at month 2
N = 10 for the intervention group at
Table 7: HADS-D^ at screening, one month and two months, for the intervention and 
waiting list control groups
Intervention  ^ Waiting list control (N= 10)
Mean SD Range Mean SD Range
Screening 8.20 3.882 3-14 9.40 3.596 5-15
Month 1 6.10 3.665 1-13 9.20 4.709 5-21
Month 2 5.22 3.768 0-12 8.80 4.050 5-19
screening and month 1; iV= 9 at month 2
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